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Grant, A. R.: No-Hand-Touch Technique. Surz., 
Gynec. & Obst., 1923, XXxvi, 106. 


The technique described is as follows: 

The instrument nurse threads the needle with 
sterile forceps, not touching the gut or the needle 
with her gloves. 

The surgeon transfixes the tissue, pulls the needle 
through with a needle holder, and catches both 
strands of the suture near the needle with dissecting 
forceps in the left hand; he pulls on the left end 
with the left-hand forceps until the right short end 
is only 14 in. from the point of transfixion. The long 
end should be proximal, and the short end distal, to 
the operator. 

He lays the point of the needle holder across and 
on top of the suture just below the tips of the dis- 
secting forceps and makes a loop around the needle 
holder. ‘ 

He catches the short end of the suture with the 
needle holder, keeping its tips close to the site of the 
knot, while the left hand pulls the first half of the 
knot tight. He places the tips of the needle holder 
beneath the suture and makes a second loop which 
completes the reef or square knot. 

James A. H. Macoun, M.D. 


Howard, C. A.: That Baneful Cathartic after 
Abdominal Operations. Canadian M. Ass. J., 
1923, xiii, 36. 

In 200 cases of peritonitis treated by the author 
no postoperative cathartic was given. It is Howard’s 
belief that better results are obtained by allowing 
the patient to remain quiet than by giving him a 
dose of calomel a few days after operation, thereby 
making him restless. 

The intestines, he states, will resume their normal 
function when normal tone returns. The adminis- 
tration of 20 oz. of saline solution daily for three 
days by Murphy drip is usually all that is necessary. 
In some cases Howard does not give a cathartic 


until eight or nine days after the operation, and in 
others not until the patient goes home. 

It has been noted that vomiting is made worse 
by purgation. In severe cases of peritonitis a 
cathartic is very harmful and at times exceedingly 
dangerous. When the abdomen is distended, pur- 
gatives are worse than useless. 

The author states that before he adopted his 
present methods his results were scarcely as good 
as the average, but since then they have greatly im- 
proved. GeorceE E. M.D. 


Cattell, M.: Studies in Experimental Traumatic 
Shock: The Action of Ether on the Circulation 
in Traumatic Shock. Arch. Surg., 1923, vi, 41. 


This study was undertaken in an attempt to de- 
termine the effects of ether on the factors which 
influence the blood pressure, with special reference 
to shock or circulatory failure. The author first 
considered the effects of ether on the blood pres- 
sure, and then its action on the heart, the vaso- 
motor system, and the blood vessels. 

The interpretation of blood-pressure changes 
caused by ether is extremely difficult. According 
to the literature on this subject, ether properly 
administered to normal subjects causes no fall in 
the blood pressure and may even cause a transitory 
increase during the early stages of its administra- 
tion. In shock, circulatory collapse frequently 
occurs. 

Most of the author’s experiments were performed 
on cats. In determining the effect of ether on the 
blood pressure of shocked animals the methods 
used in obtaining the records and in administering 
the ether were similar to those used for the normal 
animals. The effects on the blood pressure were 
strikingly different after the development of shock. 
In the course of work at the laboratory it was noted 
that higher concentrations of nitrous oxide may 
result in a fall in blood pressure nearly as great as 
that due to ether. In some-of the animals it was 
impossible to obtain complete abolition of the eye 
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reflex without a fall in the pressure, but this fall 
was always less than that resulting from ether. 

The experimental evidence regarding the effects 
of ether on the heart strongly favors the assumption 
that in the concentrations of ordinary anesthesia, 
ether causes a decrease in the efficiency of the heart 
which might account for any fall in arterial pressure 
occurring under ether anesthesia. With regard to 
the effect of ether and chloroform on the vaso- 
motor center, some observers report a dilatation of 
the blood vessels and others a constriction. 

The evidence obtained by the author supports 
the supposition that the drop in pressure caused in 
the shocked animal is due to some disturbance of 
the vasomotor system. The increase of the effect 
of ether in shock does not apply to ether injected 
directly into the circulation in small amounts, 
being true only for the inhalation experiments, 
when general anesthesia is produced. In a series of 
experiments on the perfusion rate of fluid through 
the vessels of the hind legs of the cats used by the 
author during the development of shock due to 
muscle injury, it was found that as the blood pres- 
sure fell there was a gradually increasing constric- 
tion of the peripheral vessels. 

The following conclusions are drawn: 

1. In the normal animal the inhalation of strong 
ether results in a sudden drop in the arterial pres- 
sure which is temporary. As the anaesthesia deepens, 
the pressure gradually recovers until, by the time 
the eye reflex has disappeared, it may have returned 
to its original level. 

2. In the shocked animal there is no recovery of 
the blood pressure after the primary fall, and the 
pressure continues to fall to zero even before the 
eye reflex disappears. 

3. Nitrous oxide and oxygen, in the most favora- 
ble proportions, can be administered to the shocked 
animal without causing more than a slight drop in 
the blood pressure. 

4. Observations on the heart volume of normal 
cats and on the contractions of the isolated hearts 
of cold-blooded animals, together with deductions 
from blood-pressure records, show that trom its 
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Da Fano, C.: Herpetic Meningo-Encephalitis in 
Rabbits. J. Path. & Bacteriol., 1923, xxvi, 85. 


The vesicular fluid of all types of herpes, with 
the possible exception of herpes zoster, contains a 
virus which causes death when it is injected into 
rabbits. Regardless of the route of transmission, 
the disease may be carried from animal to animal. 
It is not yet known whether the virus is filtrable, 
and its cultural characteristics are still undeter- 
mined. 

One of the principal localizations of the disease is 
the central nervous system where it causes an inflam- 
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very beginning, the administration of ether results 
in depression of the heart and a decrease in its out. 
put which is sufficient to account for the fall in pres. 
sure in both the normal and the shocked animal, 

5. The injection of large doses of epinephrin 
intravenously in shocked animals usually results 
in the disappearance of the sensitiveness to ether 
for a period of an hour or longer. There is reason 
to believe that this is due to an antagonistic action 
of the ether on the heart. Pituitary extract does 
not influence the pressure drop caused by ether in 
the shocked animal. 

6. Determinations of leg volume with a plethys 
mograph, perfusion rate measurements, the results 
obtained by the injection of ether directly into the 
circulation, and the form of the blood-pressure 
curves indicate that ether causes a contraction of 
the peripheral vessels. This constriction may be 
due to: (1) direct stimulation of the vasomotor 
center, and (2) a reflex to the fall in pressure result- 
ing from depression of the heart. 

7. In the blood-pressure curves resulting from 
the administration of ether to the normal animal 
the primary drop is due probably to an influence 
on the heart, and the subsequent recovery of the 
blood pressure to a compensatory vasoconstriction, 

8. In the shocked animal no evidence of vaso- 
constriction caused by ether was obtained, and 
pressor effects from asphyxia or sensory-nerve 
stimulation became less or were entirely absent. 

g. The condition of ether sensitiveness is brought 
about by any circumstances which tend to depress 
the animal’s general condition, such as low blood 
pressure, hemorrhage, severe operations, or the 
injection of acid into the circulation. 

1o. The cause of the greater depressing influence 
of ether on the blood pressure in shock appears to be 
a disturbance of the vasomotor system. The usual 
compensatory constriction no longer occurs to off- 
set the decreased output of the heart, and the pres- 
sure continues to fall. This might be due to a depres- 
sion of the vasomotor center or to an already present 
maximum tone of the center. 

GeorceE E. M.D. 


HEAD AND NECK 


matory lesion characterized by diffuse small-cell 
infiltration, nerve-cell degeneration, and prolifera- 
tion of some of the fixed elements of the thalamus, 
mesencephalon, and pons. The disease has been 
termed “herpetic meningo-encephalitis.”’ 

While in lethargic encephalitis, nerve-cell degen- 
eration is rather focal and the soft membranes are 
frequently unaltered, it is striking that the differ- 
ences should be no greater between a disease of the 
central nervous system in man and a disease arti 
ficially produced in animals. The author {ound 


granular structures identical with the “minute 
bodies” found within and outside of the central 
nervous system in cases of lethargic encephalitis. 
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It is suggested that these granular structures may 
be the virus or particles of organic material to which 
the virus is attached. Loyat E. Davis, M.D. 


Knoll, W.: The Picture of Hypophyseal Cachexia 
(Beitrag zum Bilde der hypophysaeren Kachexie). 
Wien. Arch. f. innere Med., 1922, iv, 555. 

The author reports a case of hypophyseal cachexia 
in a man 23 years old who died from pulmonary 
tuberculosis. Within a period of a year the patient 
failed visibly, showing loss of energy, marked emaci- 
ation. loss of hair, increasing apathy, and mental 
clouding. Because of the pulmonary disease the 
diagnosis of hypophyseal cachexia was not made. 

Autopsy revealed, in addition to the pulmonary 
tuberculosis, tuberculosis of the anterior lobe of the 
hypophysis (adenohypophysis). The posterior lobe 
was entirely normal. In the anterior lobe there were 
few ectodermal cells, but a considerable number of 
eosinophile cells. 

Etiological factors of hypophyseal cachexia in- 
clude puerperal sepsis, tuberculosis, and syphilitic 
processes. Simmonds believes that septic embolism 
of the artery supplying the anterior lobe is the cause 
in women with a febrile puerperium and this results 
in complete atrophy and fibrous transformation. 
Gummata and tuberculosis may also cause the dis- 
appearance of the anterior lobe (the cases of Fahr, 
Saenger, and Reye). In partial atrophy the signs of 
loss of the gland are absent, the condition being 
recognized only as a secondary finding at autopsy. 

The chief symptoms of the condition are pre- 
mature senility, loss of hair, a decrease in the 
function of the sexual glands, and psychic changes 
at a period of life at which such changes do not 
usually occur. 

In the treatment, the etiology (syphilis) must be 
considered; in addition, the administration of fresh 
hypophyseal substance is indicated. 

The author regards hypophyseal cachexia as a 
disease of sexual maturity caused by the loss of 
function of the anterior lobe of the hypophysis 
which reacts upon the mature sex glands. He 
calls attention to the change in the finer structure of 
the anterior lobe during pregnancy and ascribes 
the very destructive effect of the septic embolism 
of this anterior lobe in Simmonds’ cases to the fact 
that it affected an organ in the process of involu- 
tion. He calls attention to the well-known phenom- 
enon of loss of hair in women a few weeks after 
confinement, which he attributes to the marked 
physiological activity of the hypophysis at the time 
of pregnancy. Rotrurucus (Z). 


Thompson, J. E.: Atypical Plastic Operations for 
Congenital Fissures of the Lip and Palate. 
Surg. Clin. N. Am., 1922, ii, 1387. 

The author describes two cases of atypical plastic 
operations for congenital fissures of the lip and palate. 
_ In repairing a complete fissure of the lip extending 
into the nostril the curve of the deformed nostril 
must be restored so that it will resemble the sound 
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one in every detail, the lip must be made long 
enough, and the vermillion border must be restored. 

In the first case, that of a 6-year-old boy, there 
was a congenital fissure of the lip and palate in which 
the lip had been operated upon twice unsuccessfully 
with consequent complete destruction of the phil- 
trum. On the left side the fissure of the lip was 
complete into the nostril; the alveolar border was 
cleft and the fissure extended backward through the 
hard and soft palates. On the right side the margin 
of the nostril was intact, but the rest of the lip was 
fissured. The anterior margin of the alveolar 
border was grooved at the junction of the maxilla 
and premaxilla. The original skin (philtrum) 
covering the anterior surface of the premaxilla had 
been destroyed and replaced by a thin layer of 
epithelium of low vitality resting on a base of dense 
scar tissue. In several areas the surface was ulcer- 
ated. There were no erupted teeth in the premaxilla 
and the X-ray showed the presence of only two 
tooth germs, which doubtless represented the per- 
manent central incisors. The temporary teeth had 
probably been extracted during previous opera- 
tions. 

On the palatal surface the union of the maxilla and 
premaxilla was complete. The septum was attached 
to the right edge of the palatal fissure. The premax- 
illa was separated from the front of the left maxilla 
by an interval of about 3 mm. The palatal plates 
on both sides were very precipitous. The free edge 
of the left palatal plate was fully 2 mm. higher than 
that on the right side, which was attached to the 
septum. The palatal fissure was not more than 5mm. 
wide at its widest. The mucous membrane covering 
the palatal plates was entirely normal. No opera- 
tion had been performed on the palate. 

The following sequence of operations was decided 
upon: (1) repair of the palate and replacement of 
the premaxilla; (2) repair of the lip and nostrils. 

Repair of the palate. Langenbeck’s side incisions 
were made and the palate was repaired from end to 
end in the usual manner without difficulty. Mat- 
tress sutures of silkworm-gut were used in both 
the hard and the soft palate. A wedge-shaped 
portion of the septum was removed and the pre- 
maxilla pushed back into place. It was not sutured 
to the left side of the maxilla, but was held in place 
by a strip of adhesive plaster passed over its anterior 
surface and fastened to the cheeks. The palate 
healed from end to end by first intention. Unfor- 
tunately the adhesive plaster irritated and destroyed 
the skin covering the premaxilla; therefore it was 
removed in thirty hours. In consequence, the pre- 
maxilla did not stay in contact with the left maxilla, 
but projected forward again. 

Three months later the premaxilla was again 
molded into place. After denudation of the opposed 
sides of the premaxilla and the left maxilla a silver 
wire suture was passed through the front of the 
left maxilla and around the premaxilla, and the two 
bones were brought into contact. After three weeks 
the wire was removed. Firm union resulted. 
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Repair of the lip. The philtrum had been com- 
pletely destroyed during the previous operations, 
and the epithelial covering of the premaxilla was of 
such low vitality that it was useless for any purpose. 
The left nostril flared wide open and the ala nasi 
was separated from the columella for a consider- 
able distance. The right nostril was completed by a 
ring of normal tissue. Below this, the right margin 
of the cleft flared outward at a sharp angle. The 


margins of the cleft were separated from one another. 


by a distance of 32 mm. just below the alz nasi, 
and by a distance of 35 mm. at the free edge of the 
lip. It was intended to make a transverse incision 
into the cheek on each side just below the nostrils 
and bring the two flaps toward the middle line so 
that when they were united by their mesial’ edges 
they would cover the premaxilla and form a new 
philtrum. Each of the lateral incisions was carried 
outward to a point just below the outer angle of the 
orbit. A vertical cut was made upward behind each 
ala nasi to liberate it and allow it to be carried inward 
in a curve toward the posterior end of the columella 
to which it was subsequently attached. At the 
posterior end of each transverse incision a triangular 
area of cheek was finally excised to smooth out the 
fold or pucker that resulted when the flaps were 
put under tension and their anterior ends were 
united. The free inner margins of the flaps were 
pared exactly as is done in an ordinary harelip 
operation and then united. 

The result was very satisfactory from the opera- 
tive standpoint. Good firm union occurred from end 
to end. From a cosmetic standpoint the result was 
not so pleasing. The nostrils were fairly satisfactory, 
but the lip was probably too long (deep), although 
it is a little early to speak finally on this point. As 
time passes the nose will straighten itself out, the 
nostrils will become less prominent, and the lip will 
become narrower. The most serious disappoint- 
ment is the mouth. The angles of the new mouth 
are drawn very close together, and the lower lip 
has been thrown into an ugly prominent curve with 
everted mucous membrane. 

The second case, that of a 5-year-old girl, was a 
case of complete unilateral congenital fissure of the 
lip and palate on the left side which had been oper- 
ated upon several times. The lip and nostril showed 
serious defects. The palate had suffered severely, 
showing complete loss of the central part of the 
velum on each side and irregular union of the muco- 
periosteum in front. 

The general contour of the lip was not unpleasing. 
It was of the proper length (depth), but there was 
no notch on its free margin. The mucocutaneous 
line was defective, showing a distinct break. The 
left nostril was considerably out of place. Its 
aperture lay on a plane posterior to its fellow. The 


ala nasi was displaced outward and backward, and 
flared so as to expose on the surface a demilune of 
mucous membrane which, under normal circum- 
stances, would have been lying on the floor of the 
nasal passage. Just below this demilune was a deep 
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pucker or crypt. The mushroom-shaped curve of 
the under-surface of the nose was quite flattened 
on the left side. 

The alveolar border showed a very narrow fissure 
between the left central incision and the canine. 
No evidence of the left lateral incisor could be 
found. It may have been removed at one of the 
previous operations. The palate immediately behind 
the alveolar process was intact for a short distance, 
Then came an irregular fissure, 12 mm. long, and 
finally a line of union which reached to the level 
of the posterior margin of the hard palate. From 
this point the middle of the velum was missing. 
The lateral parts of the velum were prolonged back- 
ward, diverging widely, into the palatoglossi and 
palatopharyngei muscles, between which on each 
side lay the tonsil. The tonsils were unusually large. 

The following sequence of operations was decided 
upon: (1) removal of the tonsils; (2) plastic repair 
of the lip and nostril; (3) reconstruction of a new soit 
palate from the palatoglossi and palatopharyngei 
and the pharyngeal wall; (4) closure of the fissure 
in the hard palate. 

Up to the present date the first three steps have 
been completed satisfactorily. 

Removal of the tonsils. The tonsils were dissected 
out May 18, 1922, with extreme care to preserve 
both palate muscles intact. 

Plastic reconstruction of the lip and nose. This was 
done June 6, 1922. An incision was carried from the 
top of the nose backward along the under-suriace 
of the middle of the columella to its juncture with 
the philtrum, thence outward, below and parallel 
to the margin of the nostril, across the scar of the 
repaired lip underneath the ala nasi in a curve, and 
finally downward in a curve until it reached the 
red line of the lip at a point previously fixed. The 
puckered scar tissue and depressions were removed. 
The dissection was carried between the alar carti- 
lages until the lower edge of the cartilaginous septum 
was reached. The crus mediale of each cartilage 
was separated thoroughly from the side of the sep- 
tum behind and from its fellow cartilage in front. 
The alar cartilage on the affected side was now 
made to slide forward on its fellow, carrying with it 
the displaced nostril. By this manceuvre the margin 
of the incision on the affected side slipped forward 
on the other margin which remained fixed. The 
edges were then sutured in their new position. It 
was necessary to carry the median incision in the 
columella farther forward over the tip of the nose 
in order to separate the alar cartilages far enough 
to let the left cartilage slide forward. This brought 
the scar into view. At first it was rather objection- 
able, but in a few weeks was scarcely noticeable. 

Reconstruction of a new velum from the palatog/ossi 
and pharyngei and the pharyngeal wall, This opera- 
tion was performed July 1, 1922. After the removal 
of the tonsils the deep surfaces of the palatoglossi 
and palatopharyngei had fused together except 
at their extreme posterior ends. There seemed to 
be very little muscular tissue in them. They always 


n 
n 
t 
a 
I 
i 
( 
I 
1 
1 


as 


|| 

ay 
tl 

; t 

¥ 


GENERAL SURGERY — SURGERY OF THE HEAD AND NECK 203 


appeared to be nearer together before anesthesia 
than during deep narcosis. Probably the gag had 
something to do with this. 

The palatoglossus was cut as near the tongue as 
possible and the incision carried upward and out- 
ward into the cheek through the mucous membrane 
lining the angle between the posterior ends of the 
maxilla and mandible. The palatopharyngeus was 
then cut where it fused with the pharynx and the 
incision carried through the pharyngeal mucous 
membrane as high as the eustachian tube. In this 
manner a somewhat curved triangular flap was 
thrown upward and inward. The base of the flap 
abutted on the posterior end of the maxillary alveolar 
margin and its blood supply was derived from the 
descending palatine artery. Short Langenbeck side 
incisions were then made along the inner margin 
of the alveolar processes on each side and the 
remnant of the velum palati lifted up from its bed 
until it was free from all tension. Finally the mesial 
edges of the flaps were pared and sutures were 
passed. Following the author’s usual custom, verti- 
cal mattress stitches of silkworm-gut were made. 
Union by first intention followed. The recon- 
structed palate was firm and strong, although some- 
what short and stubby. 

At the time this article was written the fissure 
in the anterior part of the palate had not been 
repaired. This operation will be postponed for sev- 
eral months to allow the posterior part of the pal- 
ate to become thoroughly vascularized. 

O. M. Rorr, M.D. 


McWilliams, C. A., and Dunning, H. S.: Rhino- 
plasty and Cheek, Chin, and Lip Plastics with 
Tubed, Temporal-Pedicled Forehead Flaps. 
Surg., Gynec. & Obst., 1923, XXXvi, I. 

The authors are of the opinion that transplanted 
cartilage usually remains permanently in position 


and is seldom absorbed even though X-ray examina- 
tion does not reveal its presence. For the insertion 
they prefer a transverse incision (Fig. 1, A), as it 
does not leave a noticeable scar and is not apt to 
become infected. This is adapted to cases in which 
it is not necessary to provide support for the col- 
lumele. 

The Indian and Italian methods have many faults. 
The Indian method leaves an unsightly scar in the 
center and most prominent part of the forehead. 
By the Italian method skin from the arm is trans- 
planted with difficulty. Moreover, this skin is not 
the same color or texture as that of the face. 

For most plastics on the cheeks, chin, and nose, 
the temporal-pedicled forehead flap, taken from 
behind the hair line, is the most suitable and gives 
the best results. The objection that the trans- 
planted flap grows hair is not important for the hair 
can be permanently removed by the X-ray in a 
short time. A flap is obtained from the side of the 
forehead, its base containing the superficial temporal 
artery. The inner surface, including the pericra- 
nium, is undermined. A Thiersch graft is applied to 
the under-side before the transplantation is done. 
If a cartilaginous support is needed, it is procured 
from the costosternal juncture and inserted between 
the skin and pericranium of the graft, the flap 
being then left in place two weeks before it is trans 
planted. The blood supply is adequate, and the flap 
remains soft and pliab'e on account of the Thiersch 
grafts on its under-surface (Figs. 2 and 3). After 
three weeks the flap is freed and replaced on the 
forehead. The edges of the wound are freshened 
and sutured with interrupted sutures of silkworm 
gut. At the same time any remaining defect in the 
forehead is covered with Thiersch grafts. 

In the authors’ opinion the results of finger trans- 
plantation to correct nasal defects are unsatisfac. 
tory. J. Pickett, M.D. 


Fig. 1. Fig. 2. Fig. 3. 


_ Fig. 1. Incisions (Sheehan) used for insertion of cartilage 
Into saddle nose. A, infraglabellar incision preferred by 
the authors. B, inner canthus incision. C, ala incision 
for insertion of cartilage laterally. D, horizontal end in- 
cision, not incision of choice because of danger of infection. 


Fig. 2. Tubed-pedicle forehead flap taken within the 
hair line of the right temporal region and reflected into 
the nose. 

Fig. 3. Side view of final result. 
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Taussig, L. R.: The Radium Treatment of Car- 
cinoma of the Mouth. Med. Clin. N. Am., 1922, 
vi, 383. 

A large percentage of the cases referred for radium 
treatment at the present time are the hopeless ones 
which have been treated unsuccessfully by surgery 
or in which the seeking of expert advice has been 
deferred until the possibility of cure has passed. 
In spite of this, the number of satisfactory results has 
been encouraging, and soon it will be possible to 
recognize the class of cases for radiotherapy given 
alone or in combination with surgery. 

The author reports three cases to illustrate the 
types of mouth malignancy suitable for radium 
treatment. 

One case was that of a man 4o years of age 
who first noticed an ulcer on the right side of his 
tongue about four months prior to the initial exami- 
nation. The lesion was a fissure-like ulceration in a 
hard, nodular mass extending from just in front of 
the anterior pillar to within about 4 cm. of the tip 
of the tongue. The palpable induration projected 
well over the midline. Lues was ruled out by the 
Wassermann test. The lesion was too extensive for 
surgery or the actual cautery. The treatment of 
choice in this case was unscreened tubes of radium 
emanation. 

The tubes are inserted in the malignant tissue 
rather than in the normal tissue surrounding the 
malignant area. The true reaction, which consists 
of a burning pain in the tongue and swelling, usually 
begins about one week later. The period and inten- 
sity of the reaction is variable. If metastatic glands 
develop it is advisable to remove them surgically if 
possible. If the condition is not operable, bare 
tubes of the emanation should be inserted. 

In the second case the author found a tumor on 
the inner surface of the left cheek of an upholstery 
worker about one year ago. The lesion was nodular, 
hard, about 6 cm. in diameter, and about 11% cm. 
high. The glands were not palpable. Five bare 
tubes, totalling 9.5 mc., were inserted into the 
mass. On account of the suspicious appearance of 
the tongue, mixed treatment was given for a time 
under the impression that the carcinoma might have 
developed on a luetic base. Within a month the 
reaction subsided and the mass had entirely receded. 
Two months after treatment a hemorrhage occurred. 
Five months later an area of increasing thickening 
was noticed. Additional treatment of four bare 
tubes was then given. Five months ago a hard 
nodule developed at the tip of the tongue. Two bare 
tubes totaling 1 mc. were inserted into the mass. 
The tongue is still tender but there is no evi- 
dence of recurrence at the present time. The author 
feels that this case has responded well to radio- 
therapy. 

The last case was a nodular, ulcerative, hard 
lesion of the posterior edge of the soft palate, involv- 
ing the left side of the uvula. A course of antiluetic 
therapy given in spite of a negative blood Wasser- 
mann had no effect upon the growth. Four bare 
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tubes were then inserted into the tumor. One 
month later one bare tube was inserted in a sus. 
picious area on the left side of the uvula. Only one 
week has elapsed since the last treatment, but the 
entire area feels soft. The cervical region was given a 
course of X-ray treatment soon after the first bare 
tube treatment. James C. BRASWELL, M.D, 


Simpson, F. E.: Carcinoma of the Tongue Treated 
by Embedding Glass Ampoules Containing 
Radium Emanation. Chicago M. Rec., 1923, xly, 
479. 


The embedding of glass ampoules containing ra- 
dium emanation is superior to the usual methods of 
applying radium and better than surgery because: 
(1) the soft beta rays are effective; (2) under favorable 
circumstances every cancer cell may be destroyed; 
(3) the effect of the radiation is to some extent 
selective, i.e., the cancer cells are damaged more than 
the normal tissue cells; (4) the effect of the radiation 
extends at least 1 cm. beyond the site of the am- 
poule; (5) the dosage is exact; and (6) traumatism is 
minimal. 

After local anesthesia is obtained the glass am- 
poules are boiled and inserted into the sharp end 
of a sterile needle which admits a plunger at the 
other end. Before the ampoule is ejected by the 
plunger the needle is withdrawn a few millimeters 
in order to prevent breaking the ampoule by forcing 
it against the tissue. 

Usually from five to fifteen ampoules are inserted 
into the tumor tissue. Each contains '2 mc. The 
ampoules are placed about 1 cm. apart and allowed 
to remain permanently or until they slough out in 
the course of healing. 

The radio-activity of the ampoules is lost in about 
fourteen days. Healing occurs in from four to eight 
weeks and usually leaves a smooth cicatrix. 

M. N. FepersPreL M.D. 


NECK 


Glogau, O.: Abscesses Descending from the Up- 
per Air Passages. NV. York M. J. & Med. Kev. 
1923, CXVil, 29. 

Glogau has worked out an operative procedure 
for abcesses descending into the deep tissues of the 
neck from the region of the pharynx, the tonsils. 
the base of tongue, or other nearby structures. As 
the course down the neck is the same, whatever the 
origin of the condition, the method is applicable to 
every case. A skin incision is made over the anterior 
margin of the sternocleidomastoid muscle from the 
level of the posterior angle of the jaw to the jugular 
fossa. By blunt dissection the superficial tissues 
are pushed back and the anterior margin of the 
vessel sheath is retracted, the omohyoid cut, and 
the anterior mediastinum exposed. A tampon of 
gauze is inserted to prevent the purulent material 
from entering the mediastinum. If the anterior 
mediastinum has already become infected, it is 
drained. By lifting the thyroid forward the pos 
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terior mediastinum and the peri-cesophageal tissues 
are exposed. Another tampon is inserted in this 
region. The abscess is located by sharp and blunt 
dissection begun at the upper angle of the wound 
and continued into the depths, and is then opened 
and drained. 

In the after-treatment the mediastinal tampons 
are removed about the fourth day and the drains 
into the abscess are removed according to the indi- 
cations. A careful pharyngeal examination is a 
great aid in the final stage of the operation. 

The author reports three cases in which he used 
this method with complete success. 

B. Betrman, M.D. 


Lahey, F. H.: Tuberculous Glands of the Neck and 
Spinal Accessory Paralysis. Surg. Clin. N. Am., 
1922, ii, go9. 

Tuberculous infection of the cervical glands is 
usually located in front of or beneath the sterno- 
mastoid muscle, opposite the angle of the jaw, and 
is common on both sides of the neck. Palpation is 
important in the differentiation of simple inflam- 
matory glands, tuberculous glands, Hodgkin’s dis- 
ease, and malignancy. Tuberculous glands may be 
discrete or fused, depending upon the amount of 
caseation and secondary infection present. They 
persist for months without evidences of acute inflam- 
mation. Tenderness occurs after caseation with 
secondary liquefaction and infection. Tuberculosis 
may be associated with Hodgkin’s disease. As a 
rule, fever appears only after secondary infection. 
The author has never observed the simultaneous 
occurrence of cervical, axillary, and inguinal tuber- 
culous adenitis. When actinomycosis can be elim- 
inated the presence of a chronic sinus suggests 
tuberculosis. 

The treatment consists in: 

1. Removal of all possible septic foci draining 
into this region, such as teeth, tonsils, and adenoids. 
The tonsils are frequently the portal of entry of the 
tubercle bacilli. Septic foci saturate the glands with 
toxic substances which lower the resistance to infec- 
tion by the tubercle bacillus. 

2. Supervision and control of the patient’s living 
conditions. 

3. X-ray treatment of the glands before opera- 
tion or after foci and abscesses have been drained. 

4. Tuberculin therapy. 

5. Incision and drainage of broken-down glands 
with secondary infection. Large incisions are not 
necessary. 

6. Radical excision of the glands in certain exten- 
sive and persistent cases; in cases of discrete and 
localized glands which are easily removed without 
extensive dissection and failed to disappear when 
other measures were used; and in cases in which the 
disease continues to spread in spite of conservative 
treatment. 

_ Division or injury of the spinal accessory nerve 

in simple incision or radical excision may cause 

trapezius paralysis. The author has previously re- 


ported twelve such cases. In some cases the nerve 
was carefully preserved but persistent paralysis 
resulted. Spinal accessory paralysis causes length- 
ening and sagging of the shoulder. The scapula 
falls away from the midline. The upper angle of the 
scapula is prominent on account of its support by 
the rhomboid muscles and on account of the sagging 
of the outer angle due to the weight of the arm. The 
arm can be abducted slightly less than go degrees. 
In cases in which the third and fourth cervical and 
the spinal accessory nerves anastomose to supply the 
trapezius muscle the trapezius may function through 
the cervical plexus after injury of the spinal acces- 
sory nerve. In extensive dissections, especially 
about the internal jugulars, the third and fourth 
cervical nerves may also be injured. 
Watter C. Burket, M.D. 


Hertzler, A. E.: The Technique of Thyrotomy. 
Ann. Otol., Rhinol. & Laryngol., 1922, xxxi, 1013. 


The author describes the following technique of 
external operation for the removal of intrinsic 
tumors of the larynx: 

For a distance of 2% in. with its mid-point over 
the height of the Adams apple, the skin is infiltrated 
with a local anesthetic. From this line, the sub- 
dermal tissues down to the surface of the cartilage 
are injected and the superior laryngeal nerves are 
blocked. The laryngeal mucosa is then anesthetized 
by passing the needle obliquely through the crico- 
thyroid membrane and through the thyroid carti- 
lage, the solution being introduced between these 
structures and the mucosa. 

A vertical incision is made along the line of pri- 
mary infiltration, and the vessels are clamped and 
ligated. The thyroid cartilage and the cricothyroid 
membrane are exposed. These structures are split 
exactly in the midline dividing the cartilage and the 
mucous membrane. The edges are retracted and 
the vocal cords located. After the mucosa is cut, 
the two parts of the thyroid cartilage are care- 
fully retracted with small retractors. The entire 
interior of the larynx is then exposed to view and 
the necessary operation is done. After the opera- 
tion, the retractors are removed, the cut edges of 
the thyroid cartilage being allowed to resume their 
natural position. The fascia over the cartilage is 
united with interrupted catgut sutures. The skin 
is closed with horsehair. 

ARTHUR L. SHrerrcer, M.D. 


eg eM Cancer of the Larynx. Ann. Surg., 1923, 
XXVH, I. 


The author states that cancer rarely if ever 
develops in a previously entirely normal larynx. 

For all clinical purposes the term ‘“‘ precancerous 
condition” may be defined as any histologically 
abnormal condition intervening between the normal 
and the cancerous. 

Vocal abuse should be considered a factor in 
cancer of the larynx. Persistent vocal abuse is one 
of the most common causes of chronic laryngitis, 
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keratoses, papillomata, and granulomata. When 
perpetuated by vocal abuse and other causes, these 
conditions may favor the development of cancer. 

Eversion of the ventricle should be placed in the 
precancerous class of conditions. In one case the 
author was able to make a definite diagnosis of 
cancer on the same side as the eversion ten years 
after the eversion was first discovered. 

In twelve of the author’s cases of cancer of the 
larynx a luetic lesion preceded the cancerous lesion. 

Diseased tonsils should be considered a cause of 
cancer of the larynx as focal infection in the tonsil 
may be the chief etiological factor in chronic 
laryngitis and chronic laryngitis may be a pre- 
cancerous condition. The author is convinced that 
the chief factor in the etiology of laryngeal papil- 
lomata, granulomata, and hematomata is some 
form cf irritation, including that due to trauma and 
chronic inflammation. 

The vocal cords are the parts of the larynx sub- 
jected to the most irritation. The author has seen 
two cases in which an isolated cancerous lesion 
developed on one cord at a point exactly opposite 
an isolated cancerous lesion on the other cord. 
During phonation, the lesions touched. In neither 
case was there any continuity between the lesions. 

In the treatment of precancerous laryngeal con- 
ditions absolute rest of the larynx is essential. 
It is difficult to obtain such rest as the dusty atmos- 
phere in most dwellings is injurious. 

Laryngectomy is so mutilating that it is unwise 
to use it in the treatment of a chronically inflamed 
larynx merely suspected to be cancerous. 

Keratosis and similar overgrowths of epithelium 
occurring in adults are to be dealt with as poten- 
tially precancerous conditions. 

James C. BRASWELL, M.D. 


Giordano, A. S., and Caylor, H. D.: Histologic 
Study of the Effect of Ligation of the Thyroid 
Vessels in Exophthalmic Goiter. Surg., Gynec. 
& Obst., 1923, XXXxvi, 75. 


Following ligation of the thyroid arteries there 
is a marked drop in the basal metabolic rate in 
cases of hyperplastic goiter. In a series of forty- 
two ligations there was an average drop of from 
+60 per cent to +39 per cent ten days after the 
operation. 

A histologic study of the thyroid gland was made 
to determine the involution changes following liga- 
tion and to correlate them with the clinical course 
of the case. The vessels of the glands studied had 
been ligated for from five to three hundred and 
two days before thyroidectomy. The portion of 
the gland away from the ligated pole served as a 
control. Sections were taken from the gland near 
the ligated pole and compared with sections from 
the unligated portion. The size of the follicles, the 
type of epithelium lining them, and the amount 
of colloid present were particularly noted. 

The most constant finding of the early period in 
the sections taken near the ligated areas was a 


Fig. 1. Large follicles lined with cuboidal epithelium 
and sprig-like processes projecting into the lumen of a 
follicle, five days after unipolar ligation. 


Fig. 2. High columnar epithelium lining the follicles 
of the unligated pole. Compare with Fig. 1. 


tendency of the lumina of the follicles to be large 
and filled with colloid. The portions of the gland 
for the entrance of the ligated vessels was sur- 
prisingly free from these changes and apparently 
more active, as shown by the marked parenchymat 
ous hypertrophy (Figs. 1 and 2). 

The frequency of the involution forms is shown 
in the table. 

Definite involution changes were found in thirtv- 
five of fifty cases (7o per cent). No relationshi: 
between the time of ligation and the time of parti! 
thyroidectomy was demonstrable. In the clinica! 
course of the condition it was found that definite 


i PA 
wad 


GENERAL SURGERY — SURGERY OF THE HEAD AND NECK 207 


Involution changes 
Type of ligation 


Cases | Marked | Slight | Indefinite 
2 
Tripolar. 12 5 3 4 
3 2 I 


clinical improvement and a lowering of the basal 
metabolic rate occurred more frequently when defi- 
nite involution changes were demonstrable in the 
ligated poles. 


Tarnauceanu: Goetsch’s Test and Radiotherapy 
in Diseases of the Thyroid (Epreuve de Goetsch 
et radiotherapie dans les affections du corps thy- 
roide). J. de radiol. et d’électrol., 1922, vi, 501. 


Although amelioration of the symptoms in ex- 
ophthalmic goiter is proof of the efficacy of radio- 
therapy, the radiologist has no guide in regard to the 
time at which each treatment should be stopped. 
To obtain such a guide the author tried the Goetsch 
test for hyperthyroidism, described first in 1918, 
viz., the subcutaneous injection of 5 c.cm. of adre- 
nalin solution. The only modification made by 
Tarnauceanu was the use of 1 c.cm. of solution 
instead of 5 c.cm. This test he has applied to all 
patients who have come to him for roentgen treat- 
ment for disease of the thyroid. Cases are classified 
as follows: 

1. Cases of true exophthalmic goiter with a posi- 
tive Goetsch test prior to treatment, which were 
so benefited by radiotherapy that after the treat- 
ment the Goetsch test was negative or only feebly 
positive. 

2. Cases in which, after improvement following 
radiotherapy, there was a relapse, the Goetsch test 
again becoming positive. 

3. Cases undergoing treatment by radiotherapy 
in which the Goetsch test was negative. 

4. Cases not having radiotherapy and with a 
negative Goetsch test. 

From his findings in these cases the author comes 
to the following conclusions: 

1. By the objective and functional disturbances 
which it provokes the Goetsch test gives information 
regarding hyperfunction or dysfunction of the thy- 
roid gland. 

2. It allows the radiologist to make a selection of 
patients with diseases of the thyroid and to separate 
those amenable to radiotherapy from those who 
should be treated by other methods. 

3. The Goetsch test is a rational biological test 
which indicates to the radiologist when the treat- 
ment should be stopped. 

4. After the completion of radiotherapy the test 
makes it possible to keep the patient under observa- 
tion as it must be periodically repeated. It will re- 
veal even the slightest tendency to relapse so that 
treatment may be renewed before the symptoms 
become fully apparent. W. A. BRENNAN. 


White, P. A.: Surgery of the Thyroid Gland. J. 
Towa State M. Soc., 1923, xiii, 11. 

Surgery, X-ray, and radium, in conjunction with 
rest and palliative medication, are the only measures 
in goiter treatment which have survived the test of 
time. 

Plummer divides goiters into three types: colloid, 
adenomatous, and exophthalmic goiter. 

Colloid goiters are not surgical, and should not 
receive X-ray or radium treatment. They may be 
prevented by giving iodine and three-fourths of 
them can be reduced by the administration of iodine 
or thyroid products. They are symmetrically en- 
larged, feel soft and granular, and microscopically 
show dilated acini filled with colloid material and 
lined with flattened epithelium. The basal metab- 
olism is normal. This type of goiter probably 
never occurs in persons over 35 years of age, but is 
common during adolescence, especially in girls, 
often appearing at or following puberty and usually 
disappearing before the age of 25. 

The adenomatous goiter is a surgical condition, 
but should not be operated upon before the patient’s 
growth is completed because it seldom becomes toxic 
during adolescence, the thyroid gland is greatly 
needed at this period, and immature adenomata 
may be left to develop later. After growth is 
complete, the adenomata may be removed, whether 
they are toxic or not, because of the danger that 
they may become toxic. They occur most com- 
monly in middle life, but may appear during adoles- 
cence, becoming prominent only when the colloid 
material subsides. Adenomata are irregular and 
nodular; their consistency depends on the degenera- 
tive process present. Those of the fibrous and cal- 
careous types are hard, while those of the colloid, 
cystic, and hemorrhagic types are soft. Microscopic 
examination shows the adenomata to be encapsu- 
lated by normal thyroid tissue. The acini of the adeno- 
mata may be fetal or adult in type and may contain 
large quantities of colloid material. Toxic adeno- 
mata show no hypertrophy or hyperplasia of the 
acinal epithelium. Toxicity is due to degenerative 
products. The average age at which toxic symptoms 
appear is 43 years. At first the toxicity is mild, but 
it gradually increases. It exerts a selective action 
on the heart and blood vessels, causing such symp- 
toms as an irregular pulse, attacks of tachycardia, 
hypertension, and later myocardial degeneration, 
dyspnoea, and oedema. Tremor, moist and flushed 
skin, and loss of weight and strength are noted. 
The metabolic rate is increased, but does not reach 
the height of the rate in exophthalmic goiter. Ex- 
ophthalmos is absent. There does not seem to be 
any rational basis for X-ray or radium treatment. 
After operation the metabolic rate usually becomes 
normal. 

Exophthalmic goiter may occur at any period of 
life. It has been found in children under ro years of 
age and in persons nearly 60 years old. The symp- 
toms are tachycardia, a flushed moist skin, tremor, 
and loss of weight and strength, which appear early 
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and progress rapidly. Exophthalmos develops in 
the first few months in 50 per cent of the cases and 
during the first two years in go per cent. The pulse 
is rapid but regular until myocardial degeneration 
occurs late in the disease. There are remissions and 
exacerbations of the condition. The gland is sym- 
metrically enlarged, feels quite hard, and micro- 
scopic examination shows that the acinal epithe- 
lium is hypertrophied but that very little colloid is 
present. 

The rapid, often explosive development of ex- 
ophthalmic goiter carries a menace to life and 
entails rapid degenerative changes in vital organs. 
The natural course of the disease and each exacer- 
bation hastens dissolution or chronic invalidism. 
If there is doubt as to the patient’s tolerance of 
thyroidectomy a preliminary superior polar ligation 
will give a test. If the patient cannot withstand 
thyroidectomy, a second ligation will modify the 
crisis so that operation may be performed three or 
four months later. In thyroidectomy for exoph- 
thalmic goiter, all but the posterior capsule of one 
lobe, the isthmus, and part of the other lobe should 
be removed. One-sixth of a normal lobe will main- 
tain thyroid function. Myxcedema following thy- 
roidectoray is a rare condition. After surgical treat- 
ment of exophthalmic goiter, including late and 
severe cases, over 64 per cent of the patients are 
free from all evidence of hyperthyroidism, and 13 
per cent are markedly improved, making approxi- 
mately 80 per cent of excellent results after six 
years. 

Those who use the X-ray and radium are in many 
cases making premature and extravagant claims for 
the treatment of exophthalmic goiter, but some 
of the work merits consideration. However, it is 
not known that a large enough number of patients 
will escape subsequent exacerbations and conse- 
quent visceral damage to offset the known defects 
in this method of treatment. 

Goetsch gives the X-ray a place in the treatment 
of mild cases and in the preparation of severe cases 
for surgery, but warns that its use may cause the 
loss of valuable time with great increase in the 
surgical risk. Jones states that the benefit of 
X-ray treatment should be estimated and con- 
trolled by basal metabolism tests. Holmes points 
out the dangers of myxoedema from heavy or pro- 
longed X-ray dosage. 

Equally good results should be obtained by 
radium as with the roentgen ray. 

Watrer C. Burket, M.D. 


Mastin, E. V.: The Blood Supply of the Thyroid 
Gland and Its Surgical Significance. Surg., 
Gynec. & Obst., 1923, Xxxvi, 69. 


A detailed study of the blood supply of the 
thyroid gland was made by injecting autopsy 
specimens with a barium-carmine-gelatin mixture. 
Injections into the superior or inferior artery on one 
side invariably forced the mixture out of the cor- 
responding vessel on the same side. In a number of 


instances the injected material also appeared in the 
vessels of the opposite side. 

The principal arterial trunks ramify on the sur- 
face of the gland within the true capsule and anas- 
tomose freely with one another. The superior 
thyroid artery is very constant in division and dis- 
tribution, generally dividing into three branches. 
The inferior thyroid artery divides into two or more 
branches at varying distances from the gland. 

As a rule the arteries in the substance of the 
gland are accompanied by two veins, which join at 
various points. These veins follow the course of 
the arteries closely and at different points empty 
into the larger veins that emerge from the inte- 
rior of the gland and anastomose freely on the 
surface. 

The individual vessels are larger in cases of col- 
loid goiter than in cases of exophthalmic goiter. 
Because of the vascularity of most exophthalmic 
goiters this observation appears to be paradoxical, 
but is explained by the multiplicity of small vessels 
found in hyperplastic thyroids. 

Hemorrhage after operation, which is now un 
common, generally occurs from a few hours to 
seventy-two hours iater, and usually from an 
inferior thyroid vein or a branch of the inferior 
thyroid artery. Hemorrhage after the third day is 
extremely rare and always the result of infection. 

The following conclusions are drawn: 

1. The thyroid has a very rich arterial and ve 
nous blood supply. 

2. There is an extensive anastomosis not only 
between vessels of the same lobe, but also between 
those of opposite lobes. 

3. If all four thyroid vessels are ligated, the cir- 
culation may be reéstablished through extraglan- 
dular anastomosis. 

4. The secretory activity of the thyroid gland is 
under nerve control. 

5. After ligation of the superior thyroid artery a 
polar ligation should be made in order to cut off the 
veins and lymphatics and the remaining nerve 
filaments. 

6. Hemorrhage is best controlled by interrupted 
mattress sutures placed through the remaining 
gland tissue. by ligation of all bleeding points, and 
by the use of gauze packing in the wound if neces- 
sary. 

7. Bleeding veins can often be demonstrated by 
having the patient strain or cough before the wound 
is closed. 


Sacki, F.: Tetany After Hemistrumectomy (Te- 
tanie nach Hemistrumektomie). Med. Klin., 1922. 
XViii, 1145. 


A case is reported in which, in 1910, a hemistru- 
mectomy on the right side was done. Recently the 
remaining left half of the goiter is believed to have 
become somewhat larger. In the past few weeks the 
patient has frequently noticed a tingling in the 
hands. In February, 1922, there was an attack o! 
tetanic convulsions, positive Chvostek I and II, 
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which lasted for twenty-five minutes. On further 
examination the Trousseau phenomenon was strong- 
ly positive after one minute and the electrical 
excitability (Erb’s phenomenon) was found mod- 
erately increased. CaCC occurred with a current of 
o.5 ma., AnOC with 1.5 ma., AnCC with 5.0 ma., 
and CaOC with 4.0 ma. (ulnar nerve). 

Calcium therapy was extremely effective. Hecalcin 
(10 and 20 per cent) was given every second 
day in doses of 10 c.cm. The attacks ceased after 
the first week of treatment but occasionally there 


was slight paresthesia in the hands. In the fourth 
week the galvanic hyperexcitability reached the 
following values: CaCC with 1.0 ma., AnCC with 
1.5 ma., AnOC with 4.0 ma., and CaOC with 6.0 
ma. The Chvostek phenomenon was obtainable only 
during the attacks. 

This case shows that the possibility of a predispo- 
sition to tetany must be taken into consideration 
even after an apparently successful hemistrumec- 
tomy, and that attacks of tetany may occur even 
after a period of years. Fiscuer (Z). 


SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Whittemore, W.: Two Unusual Cases of Empyema. 
Surg. Clin. N. Am., 1922, ii, 995. 

The author presents two cases of double unilat- 
eral empyema cavities. In the first case there was 
an encapsulated empyema cavity in the apex, and 
another at the base of the right lung. Pus from one 
cavity contained pneumococci, while that from the 
other showed streptococci. In the second case the 
fluoroscopic examination revealed two areas of encap- 
sulated fluid with gas above the fluid level. At 
operation these cavities were found to be connected 
by a sinus. The patient developed a staphylococcus 
septicemia but recovered. 

B. Betrman, M.D. 


Hedblom, C. A.: Recent Progress in the Treatment 
of Chronic Empyema. J. Jowa State M. Soc., 1923, 
xiii, 21. 

According to the author, “dealing with the con- 
ditions which predispose to or maintain chronicity, 
and the adaptation of the antiseptic solution irri- 
gation to its treatment, constitute the essentials of 
real progress in the treatment of chronic empyema.”’ 
The most common causes of chronicity are faulty 
drainage, dense adhesions due to delayed diagno- 
sis, tuberculous infection, bronchial fistula, foreign 
bodies (for example, lost drainage material), and 
certain constitutional conditions apparently asso- 
ciated with inability to cope with the infection. 
Actinomycosis, pulmonary fibrosis occurring during 
the collapsed state of the lung, and empyema fol- 
lowing complete collapse are rare causes. 

In some cases a cure is now effected without 
operation, and in many with only a minor operation. 
When radical measures are necessary, preliminary 
complete sterilization of the field preventing post- 
operative infection can be accomplished by irriga- 
tion with Dakin or hypochlorite solution. For the 
best results, the content of free chlorine, the active 
principle in Dakin’s solution, should be between 
0.45 and o.5 per cent. 

The author describes the simple technique em- 
ployed at the Mayo Clinic, which usually results 
in reducing the empyema cavity to a capacity of 
50 to 100 c.cm. If the residual cavity has a capac- 


ity of more than 100 c.cm., decortication should 
be performed, but in cases of long-standing, and 
in those in which the cavity is shallow, permit- 
ting only slight expansion of the lung, a rib re- 
section should be performed and followed by fur- 
ther irrigation. If the cavity has a capacity of 
less than 100 c.cm. a rib resection is performed, and 
the parietal pleura is excised if it is very thick and 
rigid. 

Another successful method, used by Keller, con- 
sists in preliminary rib resection and irrigation of 
the cavity with hypochlorite solution until seven 
successive sterile cultures are obtained from smears 
from the depths of the cavity, the soft tissues then 
being mobilized and sutured in layers. 

When a large bronchial fistula is present, open 
drainage is usually indicated instead of the use of 
hypochlorite solution by the closed method. The 
treatment varies according to the type of case. 


Jepson, W.: Tumors of the Breast. J. Jowa Slate M. 
Soc., 1923, xiii, 4. 

The United States mortality statistics for 1920 
show 72,931 deaths from cancer, of which 6,437 
(8.8 per cent) were due to breast carcinoma. Ninety- 
three were due to cancer of the male breast. Of 
Halsted’s 210 cases operated on for breast carcino- 
ma, eighty-nine (42.4 per cent) were cured. Walth- 
er’s statistics from the Paris hospitals give 52 per 
cent of cures after three years, and Le Dentu’s 
statistics give 47.5 per cent of cures after four years. 
Of Halsted’s 210 cases, 52.4 per cent had involve- 
ment of the axillary lymph nodes and 71.4 per cent 
involvement of both the axillary and cervical lymph 
nodes. 

Women come late for treatment because of lack 
of familiarity with the symptoms. The senescent 
woman may know of a tumor in her breast and sus- 
pect its character, but shrink from operative inter- 
ference through fear that it will be of no avail be- 
cause she has known of one or more of the 50 per 
cent of patients not saved by the operation. Every 
failure to cure by operation prevents one or more 
from seeking timely aid. Some women are deterred 
from seeking operation through fear of the magnitude 
of the operation or misconception of the function and 
importance of the breasts. 
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In the author’s opinion the senescent woman’s 
breast should be regarded as a useless area of integu- 
ment harboring all the dangers of malignancy and 
its removal implies no loss of function or any danger 
greater than that associated with the excision of a 
similar area of integument elsewhere. Therefore in a 
case of tumor of the breast removal of the breast 
should not be delayed until a positive diagnosis of 
malignancy can be made. 

The classification of breast tumors is based on the 
histopathology and necessitates examination of the 
tumor itself. This classification may not be differ- 
entiated by physical and clinical records alone. 
However, a tentative pre-operative diagnosis must 
be made from the physical characteristics, the clini- 
cal history, and the patient’s age. As a rule the 
inflammatory conditions, breast hypertrophy and 
benign tumors, such as fibroma, adenoma, and fibro- 
adenoma may be differentiated on this basis. 
Occasional mistakes are made. Benign growths 
usually appear in the precancerous age and are 
encapsulated, freely movable, generally painless, and 
slow growing. 

Papillary intracystic fibro-adenoma or cystade- 
noma is more confusing because it usually develops 
after the menopause, and malignant forms are rela- 
tively frequent. It is single, globular, freely mov- 
able, slow growing, and often accompanied by a 
serous or bloody discharge from the nipple. It con- 
sists of papillary out-growths from the walls of a 
large duct. If the growth and discharge do not cease 
or the tumor does not remain freely movable, it 
should be treated as if it were malignant. Mixed 
tumors occurring after the age of 40 should be re- 
garded with suspicion. The formation of adenomat- 
ous cysts and papillomatous growths in the cystic 
mastitis of senility must be considered abnormal. 
Chronic mastitis begins as a benign condition. It 
is not yet known whether it predisposes to cancer. 
Bloodgood had two cases of cancer in 329 cases of 
chronic mastitis; Spee found 15 per cent in 295 cases; 
Ewing discovered precancerous changes in nearly 50 
per cent of cases of cystic disease of the breast, and 
Schimmelbusch considered the condition as only a 
transition stage to carcinoma. 

The author states that if the growth is consid- 
ered benign, it may be left undisturbed or removed 
locally and sectioned for study. The complete 
operation may be done if there is any indication of 
malignancy at the time of local removal or later if 
such evidence is found in the study of the tissue. 
If the growth is a borderline condition the patient 
may receive the benefit of the doubt, the growth 
being treated as if it were benign. The author does 
not use the microscope as an aid at the time of 
operation. 

A cancerous breast should be removed completely 
with the axillary lymph nodes and with the pectoral 
muscles if they or their sheaths show any indications 
of involvement. X-ray and radium treatment may 
be added. The improvement in results justifies the 
radical operation. 


The hope of the future lies in the prevention or the 
early recognition of the growth. The author be- 
lieves that the time may come when there will be 
serious consideration of the removal of all useless 
structures when they harbor such dangerous ele- 
ments as are harbored by the senescent breast. 

WALTER C. Burkert, 


Strobell, C. W.: Remarkable Freedom from Local 
Recurrence Following Chemical Removal of 
an Advanced Cancerous Breast. WN. York State 
J. M.., 1923, xxiii, 27. 

Because of the fact that skin cancers, including 
rodent ulcer, prickle- and squamous-cell epithelio- 
mata, keratoid growths, pigmented warts, ctc., 
which have not penetrated the deep fascia, may be 
removed without return, the author concludes that 
the development of an enlarged technique would 
bring larger masses under control. 

Chemical removal consists in the radical and 
more or less rapid destruction and removal of 
malignant tissues by means of caustic agents, 
principally potassium hydroxide and zinc chloride. 
Care must be taken not to destroy bony structures 
or to penetrate the pleural cavity. 

Potassium hydroxide, rapidly dehydrating and 
deliquescent, destroys all tissues with which it comes 
into contact. In breast cases it is employed for the 
first stage to denude the mammary gland tegmental 
and fascial tissue layers rapidly and to remove 
the nipple structures. It is employed also to destroy 
axillary metastatic lymph glands. It is applied for 
one hour with the patient under the influence of 
morphine hyoscine. Its action may be stopped 
almost instantly by water. 

The second stage of gross removal in breast cases 
is accomplished with zinc chloride which causes a 
gradual and painless necrosis of all tissues. The 
blood and lymph vessels are thrombosed. The tis- 
sues undergo discoloration, becoming pearly white 
and then shading into dark gray and black. The 
consistency of the devitalized tissues varies from 
that of green-tanned hides to that of soft and hard- 
sole leathers. Necrosis may extend to the depth of 
1 to 24 cm. after a single application. The dead 
tissues may be pared away from day to day, {fol- 
lowing re-application of the zinc, until a general 
level is reached. The final plaque is left to slough 
out, a process accompanied and facilitated by an 
intense inflammatory reaction of the adjacent tis- 
sues. Care is taken to prevent contact of the zinc 
solution with the skin as this causes pain. Water 
will readily wash the zinc off and relieve the pain. 
Eventually the granulated surface is covered with a 
Thiersch skin graft to prevent cicatrization. 

The author has treated by this method sixty-one 
inoperable cancers of the breast. In forty cases 
previously reported there was no operative death, 
shock, or hemorrhage. The average length of lile 
after operation was two and one-fourth years. Six 
patients are still alive and free from recurrence; 
three of these have lived more than seven years 
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after the operation, and the other three, five and 
one-half years, four years and seven months, and 
four and one-half years respectively. In 75 per cent 
of the cases there was no recurrence at the time of 
death. Internal metastases were present in all 
cases as evidenced by the axillary, clavicular, and 
mediastinal lymph glands. 

The author concludes that early radical removal, 
before the axillary glands are involved, should give 
a permanent cure; that the earlier the chemical treat- 
ment, the simpler, more expeditious, and more 
effective it will be; and that when it is applied 
to advanced, broken down conditions, the method 
is superior to every other method hitherto employed, 
as regards both palliation and freedom from recur- 
rence. Watter C. Burket, M.D. 


Lee, B. J.: Results and Technique in the Treatment 
of Carcinoma of the Breast by Radiation. Am. 
J. Roentgenol., 1923, X, 62. 


The author has had the opportunity to observe 
a large number of primary operable and inoperable 
and recurrent carcinomata of the breast, some of 
which were treated by operation plus irradiation 
and others by irradiation alone. All of the cases 
have been closely followed. 

The technique used in the application of both 
radium and the roentgen rays has been varied from 
time to time. The roentgen ray was used routinely 
for pre-operative treatment before a radical opera- 
tion, one complete cycle of about four treatments 
being given over the entire breast and the axillary 
and supraclavicular regions. Following operation, 
after the wound had completely healed (usually in 
two or three weeks), two complete roentgen-ray 
cycles covering the entire breast and areas of lym- 
phatic drainage were usually given. Breast car- 
cinomata have been treated with radium by one 
of five methods or a combination of them, namely: 
pack, tray, dental mold, the insertion of bare 
emanation tubes, and the insertion of platinum 
needles containing radium emanation. 

With regard to the results obtained in cases of 
primary operable carcinomata treated by pre- 
operative roentgen irradiation, radical removal, and 
postoperative roentgen therapy as described no 
definite information is given but the belief is 
expressed that such treatment is of value. The 
result obtained in primary inoperable cases appears 
to be a prolongation of life. In recurrent inoperable 
carcinoma of the breast treatment by radiation 
offers practically the only hope of checking the 
disease or effecting a cure. In the treatment of 
these cases the roentgen ray has been employed 
most frequently, and the radium pack or bare ra- 
dium tubes have been used in well-localized, sharply 
defined recurrent masses. In comparing a series of 
recurrent cases covering a period of three years with 
those of another New York hospital in which no 
radiation was used after operation or for recurrence, 
it was found that the period of life following recur- 
rence was three times as long when irradiation was 


used as when it was not employed. Without doubt, 
the treatment of recurrent cases by radiation gives a 
marked prolongation of life. The following con- 
clusions are drawn: 

All in all, the outlook in the treatment of car- 
cinoma of the breast by radiation is most encourag- 
ing. In no case treated by surgery can the proper 
use of roentgen radiation be discarded. Radiation 
properly administered is the most effective aid in 
the care of carcinoma of the breast surgically treated; 
and in every surgical clinic a pre-operative and 
postoperative cycle should be employed. 

For primary inoperable and recurrent cases 
the best method at present is external radiation with 
the roentgen ray, with a fifteen-minute exposure, a 
1o-in. spark gap, a 12-in. focal distance, 4 mm. of 
aluminum filtration, and 4 ma. of current, followed 
by the implantation into the growth of bare ra- 
dium tubes, a complete dose being given at the first 
sitting. Hartunc, M.D. 


TRACHEA AND LUNGS 


Lehrnbecher, A.: The Operation for Traumatic 
Hernia of the Lung (Zur Operation der trau- 
matischen Lungenhernie). Zentralbl. f. Chir., 1922, 
xlix, 1408. 

In the case of a man 27 years of age who was 
stabbed, suture of the lung after resection of a 
piece of the eighth rib 5 cm. long was necessary to 
arrest the hemorrhage. Six months later a pulmon- 
ary hernia as large as a child’s head developed at 
this site. At operation, the lung was found adher- 
ent to the opening in the thorax but not in the her- 
nial sac, and was easily separated. 

To close the hernial ring, a mattress suture was 
first applied at the base of the hernial sac and the 
latter then formed into a pad by a continuous purse- 
string suture and fixed at the site of the suture. 
Periosteal flaps with long broad pedicles were then 
made from both of the adjoining ribs, reflected up- 
ward and downward, respectively, and united by 
sutures. A large, free, transplanted flap of fascia 
from the fascia lata was then applied over this and 
the muscles and skin were sutured. Primary healing 
of the wound followed. Three months after the 
operation the hernia was completely closed off and 
the patient was free from symptoms. 

Von TAPPEINER (Z). 


Cutler, E. C.: The Etiology of Postoperative Pul- 
monary Complications. Surg. Clin. N. Am., 
1922, ll, 935- 

Cutler discusses the various theories regarding 
postoperative pulmonary complications and points 
out that such sequela follow operations in two 
anatomical fields: (1) the abdomen; and (2) the 
mouth, face, and neck. Their incidence bears no 
fixed relationship to the anesthetic used. In ab- 
dominal operations pulmonary complications follow 
the use of local anzsthesia quite as frequently as 
they follow inhalation anesthesia. In operations 
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about the face and neck it would seem that there 
are fewer complications following the use of local 
anesthesia but this is due to the fact that local 
anesthesia is not used in infected cases. The mor- 
bidity following gas-oxygen anesthesia is fully as 
great as that following ether anesthesia. 

Cutler believes the term “ether pneumonia” is 
erroneous as aspiration plays little if any part in 
postoperative pulmonary complications. He calls 
attention to the fact that such complications occur 
with equal frequency in rich and poor, in persons 
with perfect teeth, and in those with carious teeth, 
and are not eliminated by the expert anesthetist. 
He believes that the majority of postoperative 
pulmonary complications are due to embolism 
resulting from conditions for which the anesthetist 
cannot be held responsible. 

WILuiAM E. SHACKLETON, M.D. 


Heuer, G. J., and MacCready, P. M.: Lung Abscess. 
Arch. Surg., 1923, Vi, 337- 

The authors summarize the Johns Hopkins 
Hospital records of lung abscess. Of sixty-two cases 
fourteen were not diagnosed during life. In forty- 
three cases operated upon there were thirteen 
deaths, an operative mortality of 30 per cent. The 
total mortality was 44 per cent. Two patients 
treated by lobectomy died. The authors state 
that undoubtedly at the present time surgery gives 
good results only in cases of single well-circumscribed 


abscesses in which the primary condition responsi- ° 


ble for their development has disappeared. Twenty- 
one such cases were treated by drainage, surgical in 
twenty-four cases and artificial pneumothorax in 
five cases. There was one death from spreading 
gangrene of the lung. The late results in the cases 
followed were very satisfactory. Long-standing 
chronic lung abscesses with thick walls of fibrous 
tissue are often not cured by drainage operations. 
In thirty-one cases the abscesses followed pneu- 
monia, in sixteen they developed after an operation 
(four were tonsillectomies), in seven cases they 
were due to an acute abdominal infection. and in 
the remaining eight they were of various origins. 
R. C. Wess, M.D. 


Lockwood, A. L.: Lung Abscess. Arch. Surg., 1923, 
vi, 314. 

Contrary to the opinion of the early writers that 
abscess of the lung is a common sequel of lobar 
pneumonia, a survey of the cases reported during 
the last century indicates that it is rare. 

By lowering the resistance in the lung tissue itself, 
lobar pneumonia, bronchopneumonia, and influen- 
zal pneumonia favor the development of lung 
abscess following pyogenic infection. 

Lung abscess occurs most often between the ages 
of 25 and 40 years. It is three times as common in 
males as in females, and occurs two and one-half 
times as often on the right side as on the left, and 
about twice as often in the lower lobe as in the 
upper. In three of every four cases it is peripheral 
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and involves the pleura, and in one of four there 
are multiple abscesses. 

Numerous lung abscesses have been caused by 
neglect or mismanagement on the part of nose and 
throat surgeons, oral surgeons, and dentists. Such 
mismanagement or neglect is manifested in the 
selection of the anesthetic, in not keeping the 
patient’s head low, and in not taking sufficient pre- 
caution to prevent the inhalation of foreign mutter. 
Such a sequel may be prevented by employing a 
local anesthetic whenever possible in surgery of 
the mouth, nose, and throat, and in teeth extrac- 
tion; by keeping the head low during such operations, 
if a general anesthetic is employed, until the pitient 
has thoroughly awakened; by taking special care 
to prevent the accumulation of blood and mucus in 
the throat; and by obtaining better haemostasis in 
such work. 

The diagnosis depends on the history, the amount 
and nature of the sputum, and the findings of the 
roentgen-ray and physical examinations. 

A study of the results in these cases has led the 
author to conclude that surgery should not be 
employed as soon as the diagnosis has been made 
unless it is definitely indicated. In many series of 
cases the mortality has been unnecessarily high. 
Instead of operation, thorough medical treatment 
with postural rest and drainage should be instituted. 
When this fails, pneumothorax should be produced 
in selected cases, surgery being reserved for those 
which do not respond to the two other methods. 
The exploratory needle should not be employed. 

When surgery is decided on, paravertebral and 
local anesthesia, with gas and oxygen if necessary, 
should be used, and in the majority of cases a more 
deliberate extensive and logical operation should 
be planned than resection of the chest wall over the 
suppuration and cautery or blunt puncture of the 
abscess. 

If the patient’s condition is such that extensive 
operation would involve too much risk, resection, 
blunt puncture, and exploration of the abscess with 
the finger should be the limit of surgical inter- 
ference. 

The surgeon, physician, and roentgenologist should 
be closely associated in making the diagnosis and in 
the care of these cases. R. C. Wess, M.D. 


Meyer, W.: The Establishment of a Temporary or 
Permanent Pulmonary Lip Fistula in the Con- 
servative Treatment of Advanced Bronchiecta- 
tic Lung Abscess. N. York M. J. & Med. Kec., 
1923, CXVIl, 7. 

In the operation described the largest cavity is 
opened through the chest wall and free drainage 
and ventilation of the cavity are established. ‘The 
ventilation of the cavity in a great measure stops 
the foul-smelling sputum. The oxygen prevents 
the growth of the semi-anaerobic bacteria which 
settle in these cavities and which may be responsille 
for the odor of the sputum. After operation the 
patient’s health is greatly improved. 
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So far, the author has not had the opportunity to 
close the established fistula. In two of his cases 
closure has occurred spontaneously and the condi- 
tion may be regarded as completely cured. As long 
as the fistula remains patent the patient must 
observe certain precautions, one of these being to 
avoid bathing or submerging the fistula in water. 

Ratpy B. Betrman, M.D. 


Lemon, W. S.: The Interrelationship and End- 
Results of Chronic Suppurative Diseases of 
the Lung. Arch. Surg., 1923, vi, 343- 


The author classifies the end-results of acute and 
chronic disease of the lungs as follows: (1) resolution 
to normal conditions, (2) fibrosis, and (3) necrosis. 
Empyema, bronchiectasis, and abscess constitute 
the suppurative type of pulmonary disease. Acute 
pulmonary diseases which proceed into chronic 
disease are classified into seven groups: 

Group 1. Acute fulminating inflammations, which 
may be caused by irritating gases. These rapidly 
fuse with later groups unless death ensues. 

Group 2. Acute streptococcal bronchopneu- 
monias, common during the epidemic of influenza. 

Group 3. Less acute, but almost as often fatal, 
pseudo-lobar pneumonia, also of streptococcal or 
pseudo-streptococcal origin. 

Group 4. Pneumonia progressing to the forma- 
tion of free or interlobar encysted empyema. In 
this group are the greatest number of cases of long- 
standing conditions. 

Group 5. Abscesses of the unilocular or multi- 
locular type or acute bronchiectasis. Included in 
this group are abscesses of embolic origin and the 
aspiration type of bronchiectatic abscess. 

Group 6. Residual inflammation which develops 
into chronic non-tuberculous infection of the lungs 
or into frank bronchiectasis. 

Group 7. A resolving condition, gradually revert- 
ing to normal. 

There are five reasons for the chronicity noted in 
Group 4: 

1. The treatment of tuberculous empyema by 
open methods or methods designed for the treat- 
ment of non-tuberculous forms. 

2. The fact that the sinus itself may lead from 
infected tissue, may have thickened walls, and may 
remain open indefinitely. 

3. The presence of an infected rib at the base of 
the sinus, and osteomyelitis. 

4. Insufficient drainage. 

5. Improper position of the surgical wound. 

As all purulent effusions tend to form adhesions 
and air and transudates do not, pockets are formed, 
the pleura is thickened, and the lung does not expand 
properly to fill the pleural space. Bronchial fistule 
or multiple fistula are obvious causes of chronicity. 

Fibrosis is one of the end-results of infection and 
may be of varying degree: (1) fibrosis of the pleura 
associated with fibrosis within the lung; (2) fibrosis 
extending from the hilum; and (3) fibrosis within 
the lung and proceeding throughout the interlobular 
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septa, or around the bronchi and vessels, or in 
the alveolar walls. Whether it is tuberculous or 
non-tuberculous, fibrosis is one of the agencies 
which cause changes in the position of the medias- 
tinal structures, the most obvious of which are the 
heart and trachea. 

If there is fibrosis with persistent cough, bron- 
chiectasis must always be reckoned with; first, 
because the strength-giving wall of the bronchus, 
which often has been weakened in the original dis- 
ease of the lung, gives way under the added pressure 
due to cough, and second, because in the fibrous lung 
the damaged bronchus has lost its normal elastic 
support and dilates when the interbronchial pres- 
sure is raised (McPhedran). This result is more apt 
to follow when the pleura anchors the lung to the 
chest wall, a condition present in the majority of 
Lemon’s cases of bronchiectasis. Two other factors 
may enter into bronchiectasis: viz., traction on the 
bronchi from inspiratory movements of the thorax, 
and an increase of endobronchial pressure associated 
with effort in coughing. 

Bronchiectasis following influenza does not develop 
for six months or a year after the acute illness. 

Norris and Landis state that pulmonary fibrosis 
and bronchiectasis are due to the same cause. The 
bronchi were dilated in about 80 per cent of the 
cases of massive fibrosis. 

Lemon emphasizes the importance of recognizing 
the relationship between abscess and _ bronchiectasis 
because bronchiectasis may develop during the heal- 
ing of an abscess, and as patients with bronchi- 
ectasis are prone to infection, abscess or broncho- 
pneumonia may develop. 

Amyloidosis or tuberculous meningitis must be 
taken into consideration in operative procedures 
causing collapse of the lung in cases of unilateral 
tuberculosis, particularly if the disease has been of 
long duration. Lemon reports a case to illustrate 
the difficulty in the diagnosis in long-standing, 
chronic pulmonary suppuration, and the benefit 
which can be obtained by surgical intervention. 
The patient had had influenza three years previously, 
during a time when the scarcity of physicians in his 
outlying country did not permit him to have careful 
attention. The history and examination indicated 
that influenza complicated by bronchopneumonia was 
followed by empyema. The empyema cavity had 
formed a fistula with the bronchus, and as a result 
there was continuous expectoration of large amounts 
of purulent material. The patient was a wheel- 
chair invalid with chest deformity and an extreme 
grade of arthritis and pulmonary osteo-arthropathy. 

This case illustrates the principle that if patients 
continue ill when their primary infection should be 
over, it must be assumed that they are suffering 
from a suppurative disease which should be attacked 
at once. The peculiar deformities of the extremities, 
varying from all degrees of simple clubbing or 
hippocratic deformity to true pulmonary osteo- 
arthropathy, are one of the interesting accompani- 
ments of suppurative disease of the lung. Abscess 
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of the lung resulting from pneumonia represents 
the patient’s failure to react effectively. 

A subgroup of cases of suppuration of the lung 
are classified as non-tuberculous infections; these 
have been studied recently by Conner in the Section 
on Diseases of the Chest in the Mayo Clinic. The 
conclusions drawn are as follows: 

1. Non-tuberculous infection of the lung is a non- 
specific disease but deserves a name as a separate 
disease entity. 

2. The essential features are cough, marked 
chronicity, exacerbations, little or no fever, and a 
few other constitutional symptoms, usually purulent 
expectoration, lack of progression, and location of 
the lesion almost always in the bases. 

3. The principal physical sign is moist rales. 

4. The diagnosis is based mainly on the chro- 
nicity of the cough, the slight effect on the general 
health, the location of the signs in the bases, and 
the persistent absence of the bacilli of tuberculosis. 

5. In the differential diagnosis, chronic bronchi- 
tis, tuberculosis, frank bronchiectasis, and broncho- 
pneumonia must be considered. 

6. The prognosis must be guarded in the cases 
of adults. 

7. The treatment is mainly postural treatment. 


Ringer, P. H.: Reflections upon Nine and One-Half 
Years’ Experience with Artificial Pneumo- 
thorax. N. York M. J. & Med. Rec., 1923, cxvii, 
14. 

Artificial pneumothorax is now being used in mild- 
er cases than formerly, and in many hopeless cases 
it is employed as a purely palliative measure. Cases 
of apical involvement have a better prognosis than 
those in which the base of the lung is involved be- 
cause in the former partial collapse is more often 
possible. Cases of profuse hemorrhage give at times 
the most brilliant results. 

Atmospheric air is now used exclusively, and it has 
become customary to refill at shorter intervals and 
with less massive doses. The use of high pressure to 
tear adhesions is dangerous. 

Accidents incident to artificial pneumothorax are 
becoming less common. It has been definitely estab- 
lished that partial collapse is productive of good 
results. Bilateral compression is not a justifiable 
procedure. The most frequent complication is fluid. 
Fluid is dangerous because it favors gradual oblitera- 
tion of the pleural cavity. Fluid was encountered in 
about 25 per cent of the author’s cases. The appear- 
ance of activity or an increase of activity in the un- 
collapsed lung is not an infrequent complication. 
When total collapse is possible refilling should be 
continued for two years. Partial collapse should be 
continued indefinitely. When collapse has been 
done for hemorrhage and the uncollapsed lung is 
affected, collapse should be maintained only long 
enough to plug the bleeding point. Although good 
results may come from artificial pneumothorax in 
cases of lung abscess, surgical treatment is to be 
preferred. 
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“To epitomize briefly the conclusions reachied as q 
result of nine and one-half years’ experience with 
artificial pneumothorax, it can be said that the 
method is distinctly valuable . . . Immediate re. 
sults are often surprisingly brilliant; the percentage 
of really permanent arrests disappointingly small.” 
Of eighty-five patients treated by at least partial 
pneumothorax only 16 per cent are well and only 13 
per cent owe their recovery to the artificial pneumo- 
thorax. Thirty per cent have been benefited. 

Ratpa B. BetrMan, M.D, 


Davies, H. M.: Surgical Treatment in Cases of 
Pulmonary Tuberculosis. Brit. M.J., 1923, i, 138. 


In cases of pulmonary tuberculosis collapse of 
the lung offers a chance of improvement aifter 
medical treatment has failed. When the lung is 
placed at rest, its resistance to tubercle bacilli is 
increased and secondary changes, such as bron- 
chiectasis, which in the later stages of tuberculosis 
may cause the most aggravating symptoms, are 
sometimes prevented. Surgical collapse is usually 
indicated only when the lesion is unilateral, but ina 
few instances the author produced an artificial 
pneumothorax in the presence of a bilateral lesion, 
compressing first one lung, then allowing its incom- 
— re-expansion, and then compressing the other 
ung. 

Adhesions form the chief obstacle to successful 
collapse by artificial pneumothorax. These are 
dealt with by various methods, depending on their 
size, position, etc. Occasionally it may be possible to 
stretch a thin adhesion by the prolonged use of high 
intrathoracic pressure. Occasionally also it may be 
possible to tear an adhesion by high pressure, but 
this is fraught with the danger of tearing the lung. 
If the adhesions are very thin and string-like and 
can be seen readily with the fluoroscope, they may 
be divided under X-ray guidance by means of a 
tenotome stabbed through the chest wall. Jacobaeus’ 
method has a limited application. 

For dense adhesions holding the upper lobe, 
extrapleural apicolysis may be performed. Paraffin 
may be employed to maintain the collapse, but a 
transplanted fat flap is much better. 

The lung may be collapsed also by collapsing the 
chest wall. The author prefers rib resection with 
removal of practically the entire rib to rib mobili- 
zation in which the anterior and posterior sections 
of the rib are removed and the ribs are allowed to 
drop downward or inward. 

Ratpu B. Betrman, M.D. 


Schlaepfer, K.: Fibrosis of the Lung Following 
Ligation of the Pulmonary Artery Combined 
with Phrenicotomy and Partial Occlusion of 
the Pulmonary Veins. Arch. Surg., 1923, vi, 358: 


The author summarizes the surgical methods at 
present under consideration for the cure of chronic 
infectious disease of the lung, particularly tubercu- 
losis. Two methods now widely used in cases of 
unilateral pulmonary tuberculosis are artificial ;)neu- 
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mothorax and extrapleural thoracoplasty. These 
methods act indirectly. 

Direct influence on the physiological function of 
the lung is brought about by ligation of the pulmon- 
ary artery of one lung or one lobe. The bronchial 
arteries furnish a sufficient supply of blood. This 
procedure may be reinforced by paralyzing the 
diaphragm or cutting the intercostal nerves. The 
chronic stasis which results causes replacement of 
the lung tissue by fibrous tissue. 

Phrenicotomy performed at the same time as the 
ligation is very helpful. The paralyzed diaphragm 
and the movable mediastinum tend to follow the 
retracting lung. On the theory that tuberculosis 
occurs less often in persons with organic heart lesions, 
partial occlusion of the pulmonary veins is suggested 
as a further aid. A third method of bringing the 
lung to functional rest consists in blocking the air 
passages by blocking the main bronchus with a 
piece of fascia. R. C. Wess, M.D. 


HEART AND VASCULAR SYSTEM 


Roberts, J. B.: The Value of Pericardiotomy in Diag- 
nosis and Treatment. Arch. Surg., 1923, vi, 101. 


In obscure conditions the diagnosis may be estab- 
lished occasionally and permanent relief given with 
negligible risk by digital exploration of the heart sac. 
The earliest American operation for suturing a 
cardiac wound was performed by Stewart. Other 
investigators have drawn attention to clinical and 
experimental work in cardiac surgery. 

The author has had considerable experience in 
this line of work. The case which prompted the 
preparation of this article was that of a boy 7% 
years of age whose condition had been diagnosed as 
pericarditis with effusion. The lungs were negative. 
The heart showed an increased area of dullness, 
extending to the nipple line on the right side aad 
beyond the nipple line on the left side. The heart 
sounds were fairly normal, but an evident to-and- 
fro murmur was transmitted to the left axilla. The 
child was admitted to the hospital in July and was 
under treatment until the following September, 
when a roentgenogram was made. He was then 
sent to the laboratory with a clinical diagnosis of 
pericarditis with effusion and left pleural effusion. 

His temperature record for September varied 
from normal to 99 degrees F., with occasional rises 
to about 101 degrees F. and occasional decreases 
to normal. The latter part of September it was 
decided to tap the pericardium. 

Thorough examination revealed rather loud 
cardiac sounds with dullness in the precordial 
region, but the patient was not especially cyanotic, 
and as he lay in bed his pulse was rather strong. 
Another physician and the author discussed the 
fact that the clinical examination did not give 
the impression that the patient was suffering from a 
large pericardial effusion. 

_An aspirating needle was inserted between the 
xiphoid cartilage and the seventh rib, but no fluid 
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was obtained. An incision was then made down 
through the left fifth interspace, and the pleura and 
pericardium were exposed. When the needle was 
again inserted through the exposed pericardium 
no fluid except blood was obtained. The pericardium 
was opened by a small incision and the index finger 
inserted into the pericardial sac. No fluid was 
obtained but the heart was found to be very large. 
Under careful treatment the patient improved. This 
improvement was due evidently to the change in 
treatment resulting from the correction of the diag- 
nosis and perhaps to relief of pressure on the enlarged 
heart by the incision in the heart sac which must 
have enclosed the large heart tightly. 

Valuable additional history was obtained after 
the operation. The child had been taken acutely 
ill in June, with high fever, general depression, and 
malaise. He was in bed one week, but then got up 
and felt better. In July he had an attack of pain in 
the upper abdomen which was diagnosed as gastro- 
intestinal colic. His breathing had been rapid. He 
had never complained of dyspnoea and cardiac 
pain until then. His tonsils had always been enlarged. 
Two months after this attack he was operated 
on for the removal of hypertrophied tonsils and 
adenoids under ether anesthesia. His general health 
then improved markedly from week to week. 

This case and other experiences in pericardial 
surgery have led the author to the conclusion that 
careful investigation by percussion, auscultation, 
and roentgenographic study should always be 
made before resort is had to tapping or other surgical 
attack. Laboratory research has apparently proved 
the possibility of entering even the hollow heart and 
remedying defects of its valvular apparatus. 

Diagnostic pericardiotomy should be done _ be- 
tween the fourth and fifth or the fifth and sixth 
ribs. In the fourth space, the middle of the incision 
should be at a point a little to the right of, and below, 
the nipple, close to, but below, the upper edge of the 
fifth rib. An elliptical flap, with its convexity down- 
ward, should be turned so as to expose the entire 
width of the fourth interspace. 

If the pericardium is believed to contain pus, a 
small puncture with the veterinary hypodermic syr- 
inge may be made before the pericardium is opened. 
If pus is found, a new incision may be made nearer 
the sternum or drainage may be provided in that re- 
gion to save the pleural cavity from contamination. 

Whenever it is necessary to expose the heart for 
a wound caused by a foreign body, a somewhat 
triangular osteoplastic flap should be turned up by 
dividing the fourth and fifth cartilages, the inter- 
costal muscles being used as a hinge, or by the trap 
door suggested by Delorme. 

GeorcE E. M.D. 


Crile, D. W.: Resuscitation: Intracardiac Injec- 
tions. Surg., Gynec. & Obst., 1922, xxxv, 772. 


The author reports the cases of five patients with 
cessation of the heart beat who were revived by 
the use of intravenous or intracardiac injections of 
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adrenalin. Two of the five made an uneventful 
recovery. In all of these cases other methods of 
resuscitation were tried without success. The 
successful method consists in the injection into 
the heart of 1 to 10 c.cm. of adrenalin (1:1,000) 
by means of a long spinal-puncture needle. Heart 
blood must be aspirated to prove entrance into the 
heart cavity. Speed is important, and the heart 
must be massaged. The same results may be 
obtained by intravenous injections. The procedure 
described is not a substitute for the usual resus- 
citation measures; it is undicated only after or- 
dinary measures have failed. 
Marcus H. Hopart, M.D. 


PHARYNX AND SOPHAGUS 


Weiss, E.: Congenital Atresia of the @sophagus, 
with (sophagotracheal Fistula: Report of 
Three Cases. J. Am. M. Ass., 1923, 1xxx, 16. 


Plass collected 136 verified cases up to 1917. Since 
that time, fifteen cases have been reported. Hence 
the anomaly demands attention because of its 
frequency. 

In the cases reported since 1917 and in sixteen of 
the 136 cases collected by Plass, gastrostomy proved 
futile. Death from starvation is certain without 
operation, and if operation is performed death re- 
sults from shock, hemorrhage, suffocation, or bron- 
chopneumonia, the last probably due to regurgita- 
tion. Jejunostomy has been tried once without suc- 
cess. Richter treated two cases by gastrostomy plus 
closure of the lower cesophageal segment but death 
occurred within twenty hours. 

The malformation is practically always the same 
The upper end of the cesophagus is usually dilated 
and ends in a blind sac at about the level of the 
tracheal bifurcation. The lower end opens into the 
trachea at or near the bifurcation. Other malforma- 
tions, such as atresia ani, may be associated with this 
condition. 

The diagnosis is made readily. The child regurgi- 
tates almost immediately after taking food. Suffoca- 
tive attacks attended by choking and cyanosis fol- 
low attempts to swallow. The stomach inflates with 
each inspiration and the breath sounds over the 
abdomen are more audible than normal. The pass- 
ing of a catheter into the cesophagus under the 
fluoroscope and cesophagoscopy make the diagnosis 
certain. 

The author reports three cases, almost identical 
clinically and anatomically, in which gastrostomy 
was performed. Feeding through the gastrostomy 
opening caused choking attacks. The first child died 
of bronchopneumonia eleven days after the opera- 
tion; the second, one day after the operation; and 
the third, three days later. In each case the up- 
per segment of the oesophagus ended in a blind 
pouch just above the tracheal bifurcation, and 
the lower oesophageal segment opened into the 
trachea near the bifurcation. 

WALTER C. BurkeEt, M.D. 


Fischer, H.: Surgical Treatment of the (Esophagus, 
Arch. Surg., 1923, vi, 256. 

In its development the surgery of the cesophagus 
has passed through several distinct stages, viz.: 
(1) the extrapleural dorsal approach, with attempts 
to reconstruct the lumen by suture; (2) the trans. 
pleural approach under differential pressure, with 
attempts to restore the tube, with or without trans. 
position of the stomach by suture or buttons of 
various types; (3) the transpleural removal of the 
whole cesophagus from an incision in the neck, the 
stump being placed outside, and later reconstruc- 
tion of an cesophagus by a plastic operation; (4) 
extrapleural removal of the entire cesophagus by 
invagination by a combined method from the ab- 
domen and the neck; (5) extrapleural removal by 
a combined method from the abdomen or neck or 
from the abdomen, neck, and back, with trans- 
position of the stomach into the posterior mediasti- 
num. 

Fischer admits that at present the results of 
surgery of the cesophagus are not good; only in cases 
of carcinoma of the cardiac portion have patients 
recovered from the operation and have lived. He 
believes the time is not far distant, however, when 
conditions of the cesophagus now regarded as hope- 
less may be successfully attacked. 

The article is an excellent summary of the devel- 
opment of cesophageal surgery and is supplemented 
by an excellent bibliography. 

B. Berrman, M.D. 


MISCELLANEOUS 


Moons, E.: A Dermoid Cyst of the Anterior Medias- 
tinum (Kyste dermoide du mediastin anterieur). 
Arch. franco-belges de chir., 1922, xxv, 959. 


Three months after a normal parturition the 
patient whose case is reported complained of a 
painful area on the anterior surface of the right 
chest wall just above the upper surface of the liver. 
The pain first occurred in attacks lasting two or 
three days, but later became constant. Coughing, 
expectoration, and fever were not present at any 
time. Treatment with tincture of iodine, thera- 
peutic light, and exploratory punctures caused no 
improvement. The author first saw the patient 
three years after the onset of the condition, when 
she had lost considerable weight, appeared cachetic, 
and complained of pain chiefly in the right anterior 
axillary line immediately above the upper border of 
the liver. Respiration was short and difficult but at 
no time was there an increase in temperature. 

Dullness was present over the right chest wall 
anteriorly as high as the second rib in the mammary 
line, and posteriorly to the scapula. There was 
complete absence of tactile and vocal fremitus over 
this area. Exploratory punctures yielded a straw- 
colored fluid which at times was tinged a rediish- 
brown. X-ray examination revealed a dense shad- 
ow in the right side of the thorax as high as the 
second rib and extending to the left beyond the 
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heart shadow. In an examination with pneumo- 
peritoneum the gas was demonstrated to pass 
between the upper surface of the liver and the 
under-surface of the diaphragm. A diagnosis of 
tumor of the mediastinum was made. 

At operation, the third, fourth, fifth, and sixth 
ribs on the right side were excised. A large cyst 
containing a large amount of degenerated material 
and a thick brownish fluid and small secondary cyst 
cavities were found. The right lung was compressed 
against the posterior thoracic wall. The cyst wall 
was dissected free from the costal andsternal pleura, 
but when the attempt was made to dissect it from 
the pericardium and large vessels at the root of the 
lung. profuse bleeding occurred. The cavity was 
packed tightly with gauze. After a stormy post- 
operative period the patient recovered. Later the 
right mammary gland was turned into the thorax 
to fill the cavity. Loyat E. Davis, M.D. 


Lilienthal, H.: Posterior Mediastinotomy. Arch. 
Surg., 1923, vl, 274. 

Lilienthal describes his technique for exirapleural 
posterior mediastinotomy and reports a case treated 
in this manner. The case was that of a man aged 
43 years who, for two months, had suffered pain in 
the dorsal region accompanied by cough and expec- 
toration. A diagnosis of tumor of the mediastinum 
continuous with the lung was made. The specimen 
removed at operation revealed an interstitial inflam- 
matory process but no evidence of neoplasm. After 
the operation the local symptoms improved and the 
wound healed in a few weeks, but the patient 
developed a left hemiplegia and delirium and died. 
Autopsy was not permitted. It is probable that 
death was due to a metastatic cerebral abscess. 

The principle of the author’s technique is retrac- 
tion of the divided ends of the ribs at right angles to 
their long axis, the extent of the available space 
being determined only by the length of the wound. 
The patient lies on his right side but turned about 
30 degrees to the front. The thighs are flexed, the 
right arm is placed slightly behind the patient, and 
the left arm is placed forward and upward. 
pillow is used to cause slight scoliosis. The operation 
is performed under general or local anesthesia. 
The author calls attention to the value of differen- 
tial pressure in case both pleural sacs are acciden- 
tally opened. A high and a low procedure are de- 
scribed. 

Low posterior mediastinotomy is performed by 
making an incision on the ninth rib, beginning 8 in. 
from the spine, extending it along the rib to the 
edge of the long spinal muscles, and then curving it 
upward parallel with the spine for five interspaces. 
The ninth rib is resected subperiosteally, beginning 
just anterior to the angle and proceeding laterally 
as far as the wound will permit. The finger is then 
inserted slowly between the posterior unresected 
part of the rib and its periosteum and this mem- 
brane is peeled forward with the pleura until the 
eighth rib is reached. When the eighth rib has been 


3°7 


freed from the pleura it is divided and retracted 
and the procedure is continued upward until suf- 
ficient space has been gained. The contents of the 
mediastinum are thus exposed. It is sometimes 
difficult to recognize the oesophagus but it may be 
rendered clearly visible by passing a bougie with a 
small electric lamp in its end which shines through 
with a bright crimson glow. In exposing the cesopha- 
gus one must guard against vagus shock by apply- 
ing a small pledget of 5 per cent cocaine. The 
cesophagus may be followed down to where it 
passes through the hiatus in the diaphragm. 

The high operation is carried out in much the 
same manner but the seventh or the sixth ribs are 
those first resected, and the fifth, fourth, and third 
ribs are divided posteriorly. The best approach is 
from the left side. R. C. Wess, M.D. 


Archibald, E. W., LeWald, L. T., Torek, F. J., and 
Others: Surgery of the Mediastinum, Including 
the Heart and Csophagus: Abstract of Dis- 
cussion. Arch. Surg., 1923, vi, 289. 


ARCHIBALD stated that his experience with the 
posterior extrathoracoplastic operation in pul- 
monary tuberculosis numbered fifteen cases with 
practical cures in from 25 to 35 percent. He reported 
a case of carcinoma of the oesophagus just above the 
arch of the aorta. A gastrostomy was performed 
and three weeks later he operated for removal of 
the cancer. He went in from the right side, removing 
the sixth and seventh ribs. The pleura was difficult 
to separate. The operation was performed under 
positive pressure. The pleura was torn in several 
places and repaired. The adherent tumor was 
excised. A mediastinitis developed and the patient 
died on the sixth day. Archibald regards the 
method used as the only rational procedure but 
stated that it is often much more difficult than 
Lilienthal led us to expect. 

LEWALD mentioned three cases of what were 
probably dermoids of the chest. One evacuated 
spontaneously through the bronchi and trachea. 
He referred also to a case of rapidly growing lympho- 
sarcoma of the mediastinum. He had under observa- 
tion a child and a woman whose stomachs were in 
the thoracic cavity. 

TorREK, in discussing carcinoma of the cesopha- 
gus, said that improvement in the results depends 
upon improvement in the technique and early recog- 
nition of the condition. The status of diagnosis is 
that of appendicitis thirty-five years ago. The 
cesophagoscope should be used more frequently and 
the condition recognized while it is still confined to 
the mucous lining. When it is diagnosed early, the 
likelihood of infection is slight. Torek has not de- 
cided whether the transpleural or the extrapleural 
route is to be preferred. 

GRAHAM mentioned the case of a moribund man 
with a large mediastinal lymphosarcoma completely 
surrounding the trachea and heart. An emergency 
decompression was attempted by longitudinal split- 
ting of the sternum. The patient died in half an 
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hour. Graham mentioned also a case of thoracic 
stomach in which a diagnosis of empyema following 
pneumonia was made, a thoracotomy was performed, 
and the stomach opened and drained. The opera- 
tion left a discharging sinus through the chest wall. 
Graham called attention also to the method devel- 
oped experimentally in his laboratory in which a 
double cuff of fascia lata is placed about the portion 
of the cesophagus to be resected in carcinoma and 
two weeks later the cesophagus and the inner layer 
of fascia lata are removed, a tube being left for re- 
generation. The procedure gave fairly good results 
in dogs. 

SCHLAEPFER suggested that a preliminary gastros- 
tomy or jejunostomy combined with X-ray and 
radium treatment might be advisable before operat- 
ing on carcinoma of the cesophagus. 

MILLER spoke of some experimental work on dogs 
in which the stomach was drawn into the thorax 
to replace the major portion of the thoracic cesopha- 
gus. He stated that the lower portion of the ceso- 
phagus is supplied with a strong layer of sub- 
mucosa. 

YATES reported a disaster following mediastinal 
decompression. He is in favor of X-ray treatment 
rather than decompression. 

HEDBLOM mentioned a similar experience. 

GREEN suggested the injection of aleuronat 
into the pleural cavity to cause a sterile chemical 
inflammation and adhesion between the parietal and 
visceral pleure, stating that this might prevent 
septic pleuritis as a complication of resection of 
the cesophagus for carcinoma. 

Matas mentioned a case of mediastinal lympho- 
sarcoma in which he made a complete longitu- 
dinal division of the sternum as a decompression. 
The patient died four hours later. The idea of 
decompression as applied to intrathoracic neo- 
plasms has no analogy in the principle of decom- 
pression for the relief of intracranial tension. 
Morphine and other succedanea give greater relief. 

FISCHER stated that he believed he would continue 
to use the transpleural approach for cesophageal 
tumors. 

LILIENTHAL advised against operating after radium 
treatment in cancer of the cesophagus on account 
of the dense adhesions. He stated that for a correct 
understanding of the relative advantages of surgical 
procedures we must operate on sick dogs and 
healthy men. He reported a successful mediastinal 
decompression in the case of a patient with a large 
retrosternal goiter. R. C. Wess, M.D. 


Pryor, J. H.: Immobility of the Diaphragm, with 
Report of Cases of Bilateral Immobility. JN. 
York M. J. & Med. Rec., 1923, cxviii, 75. 


This article is based on 145 cases in which there 
had been pleurisy with effusion or empyema. The 
interval between aspiration or evacuation and flu- 
oroscopic examination was about a year and a half. 
The cases are classified as follows: (1) empyema in 
the child, (2) empyema in the adult, (3) pleurisy with 


effusion, (4) pleurisy with effusion and clinical pyl- 
monary pneumonia, and (5) pneumothorax and 
effusion. 

From the complete series it was found that the 
diaphragm remains unimpaired in one of six cases, 
the same proportion have restricted compuarativye 
motion, and in two-thirds of the cases all motion on 
one side is lost. 

Fixation of the diaphragm is not as common in 
empyemain thechildasintheadult. The tendency to 
more rapid recovery is apparent. Immobility of the 
diaphragm occurs in 50 per cent of the cases. In- 
complete evacuation, undiscovered pockets, prema- 
ture closure of the opening for drainage, and in- 
sufficient attention to expansion of the collapsed 
lung are the causes of injury to the heart and dia- 
phragm. 

In the adult, empyema is a far more serious con- 
dition. Of fifty cases observed only eight showed 
no immobility or injury to the diaphragm. Peri- 
carditis, adhesions between the pericardium and 
pleura, and twisting of the heart are much more 
common than is generally believed and explain 
symptoms and complaints frequently ascribed to 
other causes. 

Purulent pericarditis also occurs but is detected 
only if an autopsy is performed. 

Loss of function of the affected leaflet of the dia- 
phragm is not so common in pleurisy with effusion as 
in empyema. In about half the cases some motion of 


the diaphragm remains. The observations in cases 


of pleurisy with effusion and pulmonary tuberculosis 


were very similar to those made in uncomplicated : 


pleurisy with effusion. 

In pneumothorax with effusion the ultimate re- 
sults are similar to those of pleurisy with effusion. 
The author calls attention to the danger of crippling 
the diaphram in artificial pneumothorax. 

Impairment of the movement of the diaphragm 
may extend to the side opposite that affected by 
the pleurisy or empyema. There was no compen- 
satory increase in motion of the unaffected side. 
Symptoms are relatively uncommon, but there may 
be palpitation, impairment of breathing, neuralgia, 
and inability to work as before. 

Six cases of bilateral immobility have come under 
observation. All were cases of chronic tuberculosis 
and all of the patients had had pleurisy. The prin- 
cipal complaint was shortness of breath. The X-ray 
examination showed flattening of the dome of the 
diaphragm, the pericardial attachment forming the 
apex of an inverted V. The heart shadow was long 
and narrow, its original shape being entirely lost. 
All of the patients steadily declined and died in a 
short time. Only one lived for two years. Two of 
the cases of bilateral immobility were cases in which 
artificial pneumothorax was employed for treat- 
ment. 

A syndrome noted in this condition and never 
observed in any other the author calls ‘“ phreno- 
cardiac incompetency.”’ The findings include a dis- 
tinctive dyspnoea, a decrease in the cardiac area 
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faintness or absence of the apex beat, faintness of the 
heart sounds, a very low blood pressure, anemia, 
gradual loss of flesh and strength, costal breathing, 
absence of Litten’s sign, and a history of pleurisy 
and pulmonary tuberculosis. 

In such cases one should look for X-ray evidence 
of bilateral immobility of the diaphragm. 

There is diversity of opinion as to the cause of 
diaphragmatic immobility. It has been ascribed to 
paralysis of the phrenic nerve, to the pressure of 
fluid in the pleural cavity, to adhesions, and to in- 
flammation of the diaphragm leading to degenerative 
changes and fibrotic thickening. In the author’s 
opinion the most probable cause is morbid change in 
the diaphragm. I. E. Bisoxow, M.D. 
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Whittemore, W.: Teratoma of the Right Chest Cav- 
ity: Report of a Case. Arch. Surg., 1923, vi, 282. 

The author reports the case of a 15-year-old under- 
developed and under-nourished boy who had had 
symptoms of tumor in the right side of the chest and 
bulging of the chest wall for fifteen months. 

Operation consisted of resection of the sixth rib for 
8 in., section of the fifth, seventh, and eighth ribs near 
the vertebral column, removal of the tumor, and 
ligation of the pedicle. The patient recovered. 

The tumor was a cystic teratoma the size of a 
large cantaloupe. It contained bony plates, epider- 
mis, and hair. 

The lung showed no tendency to expand. 

R. C. Wess, M.D. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Ellerbroek, N.: The Operative Treatment of Um- 
bilical Hernia (Zur operativen Behandlung des Na- 
belschnurbruches). Deutsche med. Wchnschr., 1922, 
xlviii, 1213. 

Ellerbroek reports a case of umbilical hernia the 
size of an apple in which he obtained a successful 
result by circumcising the skin, opening the peri- 
toneum, replacing the intestines, and suturing the 
hernial ring. If these herniz contain the liver and 
the entire intestine and are associated with malfor- 
mation of the abdominal wall they may reach a con- 
siderable size. For such cases, Ahlfeld has recom- 
mended cleansing the hernial covering with 86 per 
cent alcohol, replacement of the contents, ap- 
proximation of the recti muscles, the application 
of a tight abdominal binder to retain the intestines, 
and the application of alcohol compresses to pre- 
vent disintegration. Olsheimer had devised an ex- 
traperitoneal operation. 

Care is necessary in ligating the umbilical cord 
for if a beginning hernia of this type is not recognized 
by the midwife the intestines will also be ligated. 
Such hernia of large size may cause difficulties in 
labor. When the hernia has ruptured and the vis- 
cera are displaced, the intestines may be mistaken 
for the umbilical cord. If a child is born with this 
condition, the operation described should be done 
at once after cleansing of the viscera. In one case 
an operation was performed successfully by Reed 
in spite of considerable soiling. VorscHvuetz (Z). 


GASTRO-INTESTINAL TRACT 


Alvarez, W. C.: New Light on Gastric Peristalsis. 
Am. J. Roentgenol., 1923, X, 31. 


With the aid of a specially devised apparatus the 
author has been able to obtain electrogastrograms 
and mechanograms which have increased our knowl- 
edge of gastric peristalsis. Details of most of the 
experimental work have been reported elsewhere in 
previous articles. 


Methods are now being devised for obtaining 
multiple and simultaneous mechanical and electrical 
records of the activities of the stomach and bowel. 

A few electrogastrograms of the human stomach 
have been obtained. The electrograms of the diges- 
tive tract closely resemble the corresponding me- 
chanograms. 

New evidence has been obtained as to the location 
and behavior of the gastric pacemaker. Stomach 
blocks and dissociations have been observed. Cole’s 
discovery of gastric systoles has been confirmed. 

Several peculiar types of peristalsis are described, 
and certain contractions are shown which might be 
called, by analogy, “pyloric extra-systoles.” 

Two or three different types of contraction may 
take place simultaneously in one segment of the 
stomach as in one segment of bowel. 

There is a close relation between the activities of 
the pyloric end of .the stomach and those of the 
duodenum. 

It is hoped that the new studies will eventually 
help the physician and the roentgenologist to recog- 
nize and interpret syndromes in the same way as the 
polygraph and the string galvanometer have helped 
the heart specialist to recognize auricular fibrillation 
or heart block from the history or from the feel of the 
pulse. Hartune, M.D. 


Apperly, F. L.: The Mechanism of Hyperchlor- 
hydria. Med. J. Australia, 1922, ii, 33. 


Hyperchlorhydria can be brought about by 
increased gastric secretion and by increased rapidity 
of evacuation, but is lowered by an increase of the 
normally occurring alkaline regurgitation from the 
duodenum and is due more to failure of the neutrali- 
zation apparatus than to any other factor. 

The opening and closing of the pylorus is a mat- 
ter of tension on the two sides of the pylorus and 
some sensory mechanism in the duodenum rather 
than Canon’s law. Rise of gastric tone is brought 
about by nervous factors. Hyperthyroidism and 
nerve strain may decrease duodenal tone. Acidity 
of the duodenal contents may raise the tone. 
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Actual pancreatic disease or obstruction of the 
channels by which the juice normally enters the 
stomach may cause hyperchlorhydria. 

The use of o.4 per cent hydrochloric acid for 
testing pancreatic juice is under investigation. 

The fractional test meal facilitates the study of 
obscure ‘“‘dyspepsias.”’ Caron E. Jameson, M.D. 


Radasch, H. E.: The Distribution of Acid Cells 
Along the Dorsal Curvature of the Stomach and 
the Possible Relation to the Occurrence of 
Gastric Ulcer. Surg.,Gynec. & Obst., 1923, xxxvi, 87. 


The average distribution of the acid cells along 
the lesser curvature is 63.09 per cent of the distance 
from the cardiac orifice. They are found in greatest 
numbers in the fundus, and are numerous toward 
the cardiopyloric juncture. Beyond the cardio- 
pyloric juncture they are few and scattered. Along 
the greater curvature they are found to a point 
81.55 per cent of the distance from the cardiac 
orifice, being numerous in the fundus and ceasing at 
the cardiopyloric juncture. Along the ventral cur- 
vature acid cells extend 76.48 per cent of the dis- 
tance from the cardiac orifice, and along the dorsal 
curvature they extend 80.54 per cent of this dis- 
tance. Here also they are located chiefly in the 
fundus and do not extend beyond the cardio- 
pyloric juncture. 

The thickness of the mucosa in the various por- 
tions of the stomach seems to vary in different 
stomachs. 

In conclusion the author states that although 
there appears to be some relation between the 
occurrence of ulcers in the different regions of the 
stomach and the distribution of the acid cells, the 
evidence is too slight to be conclusive. 

J. A. H. Macoun, M.D. 


Smidt, H.: The Pathological Relationship between 
Ulcerative Processes in the Stomach and Duo- 
denum and Epigastric Hernize (Ueber die 
pathologischen Beziehungen zwischen den ulceroesen 
Prozessen am Magen und Duodenum und den epi- 
gastrischen Hernien). Arch. f. klin. Chir., 1922, xx, 
385. 

The relationship between herniz of the linea alba 
and the stomach has been recognized for a long 
time. In epigastric hernia, therefore, an exploratory 
laparotomy is indicated. 

The author has systematically searched for a 
gastric disorder in every case of epigastric hernia 
seen during the past two years. In 12.1 per cent of 
the cases of ulcer in which operation was done a 
coexistent epigastric hernia was found. On the 
other hand, 52.3 per cent of epigastric hernia were 
associated with ulcerous processes in the stomach 
or duodenum. Males were affected more fre- 
quently than females. 

Only a small percentage of the patients had no 
previous gastric symptoms. A number complained 
only of pain in the stomach and were unaware of 
the presence of a hernia. In persons who had no 
previous symptoms the stomach and duodenum 


were found intact at exploratory lap:rotomy. 
Cases with pronounced gastric symptoms. but jn 
which the exploratory laparotomy revealed nothing 
but the hernia, were especially interesting. 

Exploratory laparotomy is unnecessary only 
when the ulcer may be definitely excluded by 
ordinary diagnostic measures. General complaints 
regarding anorexia, a feeling of pressure, and pain 
are of value only under certain conditions; very 
often facts in the history lead to a false diagnosis, 
On the other hand, the presence of a gastric or 
duodenal ulcer cannot be excluded on the basis of 
relatively slight symptoms. As a rule moderate 
acidity values were found on chemical examination 
of the gastric contents; hyperacidity was found more 
often than subacidity. In the cases of hyperacidity 
the presence of an ulcer appeared probable even 
from the history, but on the whole, the aciclity test 
could not be relied upon. 

Roentgenography was used as a routine and in 
general its findings were correct. In two cases, 
however, an ulcer was not recognized, being found 
only on exploratory laparotomy. When the epigas- 
tric hernia is not associated with ulcer of the stomach 


_or duodenum, a striking increase in the tonicity of 


the stomach is noted in a large number of cases and 
signs of atony are rare. The signs of increased 
tonicity are retarded unfolding of the stomach on 
filling, a dome-like, tense gastric bubble, obliquity 
of the main axis of the stomach, and elevation of the 
greater curvature. There is undoubtedly a patho- 
logic relationship between increased tonicity and 
epigastric hernia. Very often peristalsis is markedly 
increased, probably as a reflex. The period of 
expulsion is then shortened and on further examina- 
tion the emptying is found delayed. The repeated 
observation of spastic conditions and the other 
symptoms point to an excitation neurosis due to the 
epigastric hernia. 

The conclusion is drawn that the methods of 
examination fail in the obscure and doubtful cases, 
exploratory laparotomy being necessary for the 
diagnosis. It seems very probable that there is a 
genetic relationship between the ulcerative pro- 
cesses in the stomach and duodenum and epigastric 
hernia. It must be assumed that spastic conditions 
are produced in the gastric wall, and these, as sug- 
gested by Bergmann, cause ulcer formation as a 
reflex through the stimulation exerted by the 
hernial contents. It is very difficult to prove that 
the epigastric hernia was present before the first 
epigastric symptoms. The reflex does not neces- 
sarily originate in an adherent tip of peritoneum, 
as true peritoneal hernie are rare. Tension on the 
peritoneal ring due to increased intra-abdominal 
pressure may be sufficient. The relationship be- 
tween epigastric hernia and the excitation-neurotic 
syndrome, noted in 50 per cent of the cases, cannot 
be merely accidental. 

The author has previously described very similar 
phenomena in the stomach and duodenum occurring 
in gall-stone colic. SCHUBERT (/). 
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Braizeff, W.: Pylorectomy for High Ulcer of the 
Lesser Curvature (Pylorektomie bei hochliegen- 
dem Ulcus der kleinen Kurvatur). Wratschebnoje 
Djelo, 1921, iii, 245. 

In the case of an ulcer lying high in the stomach 
transverse resection, although it has its disadvan- 
tages. is considered the operation of choice. The 
mortality following it is greater than that following 
gastro-enterostomy; it is sometimes apt to cause an 
hour-glass stomach; recurrence cannot be absolutely 
prevented; and finally, it is a severe operation which 
cannot be considered in every case. As pylorospasm 
is a constant complication of high ulcer, and as this 
prevents its healing, the author performed a pylor- 
ectomy in a case of this type in which a resection 
could not be carried out on account of the patient’s 
condition. This was a case of callous ulcer of the 
lesser curvature at the junction of the cardiac and 
middle thirds. Upon examination one and a half 
months after operation, the patient was free from 
symptoms. 

Whether pylorectomy can be performed in all 
such cases is for the future to demonstrate, but 
the operation has many advantages over gastro- 
enterostomy and resection in that many of the well- 
recognized complications which may follow gastro- 
enterostomy are absent, it is a relatively simple 
procedure, and the resulting condition permits the 
stomach to empty itself readily. Von Hotst (Z). 


Roepke, W.: How Should an Ulcer of the Stomach 
and Duodenum Which Has Perforated into the 
Abdominal Cavity Be Operated on and Treated ? 
(Wie soll das frei in die Bauchhoehle durchgebroch- 
ene Geschwuer des Magens und Zwoelffingerdarms 
opieriert und behandelt werden?) Deutsche med. 
Wchnschr., 1922, xlviii, 


The author reports his experiences in nineteen 
cases of ulcer of the stomach and duodenum which 
perforated into the abdominal cavity. 

It is now generally recognized that the treatment 
of such cases is surgical. The fact that in certain 
cases the liver or the omentum will restrict the 
accumulation of gastric contents to the upper 
abdominal space and thus prevent diffuse peritonitis 
for some time or permanently cannot be used as an 
argument against operative treatment. 

The operation should be undertaken as soon as 
possible. As a rule it will bring relief as suppurative 
peritonitis generally does not develop until after 
twenty-four hours. 

In the thirteen cases in which operation was done 
within the first forty-eight hours there were no 
deaths, while in the six cases in which it was per- 
formed after forty-eight hours the mortality was 50 
per cent. Complications, such as pelvic and sub- 
phrenic suppurations, appear within eight hours of 
the operation in 20 per cent of the cases, within 
forty-eight hours in 37.5 per cent, and after forty- 
eight hours in 66.6 per cent. 

Roepke opens the abdomen by a median incision 
above the umbilicus. This should be made no longer 


than absolutely necessary as every additional en- 
largement means greater cooling of the peritoneum 
and increases the danger of visceral prolapse which 
may require forceful reposition and lowers the re- 
sistance of the peritoneum. 

In regard to the treatment of the perforated ulcer 
itself Roepke declares himself a decided opponent 
of any procedure including resection of the dis- 
eased portion of the stomach. Asa rule, he merely 
sutures over the perforation. He warns against 
excising the callous parts of the border to obtain 
normal movable gastric wall for the suture because 
this procedure may cause a large defect the closure 
of which prolongs the operation. To re-inforce the 
suture or the approximated wound edges a tip of the 
omentum or the hepatic ligament or a free trans- 
plant may be sutured to it. Ulcers treated in this 
manner tend to heal quickly, especially when a 
gastro-enterostomy is done in addition. A strip of 
gauze gives sufficient drainage of wound secretions. 

The infected abdominal cavity should be treated 
by the simplest and most rapid procedure possible. 
Roepke does not approve of irrigation, preferring 
mere sponging out of the foreign material. The peri- 
toneum will take care of the inaccessible portions, 
either resorbing or encapsulating them. The mor- 
tality in cases treated by irrigation (183 reported 
in the literature) was 39.8 per cent while in Roepke’s 
cases it was 15.7 per cent. 

Gastro-enterostomy is performed in the presence 
of a stenosis or when its development is feared, as 
for instance when the site of the ulcer is near or at 
the pylorus or in the duodenum, where constriction 
may be caused by healing as well as the use of a su- 
ture. The gastro-enterostomy relieves the site of 
operation in every case, particularly when only a 
simple suture has been applied; furthermore, it is 
the best method to favor healing of ulcers and allows 
the patient to take sufficient nourishment very 
early. 

Roepke performsa posterior gastro-enterostomy in 
all cases in which the operation is done within forty- 
eight hours and which appear suitable; in later cases 
he applies it only when a distal stenosis is present or 
threatening. He does not use it when suppurative 
peritonitis is present. 

Posterior gastro-enterostomy was done in thirteen 
of the nineteen cases reported. The one death 
occurred in a case in which cleansing of the gastro- 
intestinal tract was done only after an interval of 
seventy-two hours and there was severe stenosis. 
Of the six patients not treated by gastro-enterostomy 
two died after an interval of ninety-five and ninety- 
six hours respectively. 

Subsequent examinations showed that eleven of 
the patients treated by gastro-enterostomy were 
entirely free from symptoms, whereas of the six not 
so treated, one required a second operation for ulcer. 

The after-treatment should consist of rest, dietetic 
treatment, and the application of heat to the abdo- 
men to obtain abdominal hyperemia and promote 
intestinal peristalsis. Bope (Z). 
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Schmidt, E. R.: Forty-Four Cases of Simple Per- 
foration of Gastric and Duodenal Ulcers with 
a Single Method of Surgical Treatment. Acta 
chirurg. Scand., 1922, lv, 314. 

The author states that the average mortality of 
simple perforating ulcers of the stomach and 
duodenum is between 1o and 4o per cent. He 
reports forty-four cases operated upon during the 
years 1908-1921 by seven different surgeons using 
the same method. In no case was operation refused 
on account of the patient’s poor general condition. 
The lesion develops most frequently between the 
twenty-first and fortieth years of age. In the 
author’s series there were two patients under 21 
years and fourteen over 4o years. Thirty-two of 
the patients were males. One duodenal ulcer was 
found in a female patient and nine occurred in male 
patients. Five of the forty-four patients gave no 
ulcer history. The remainder had had ulcer symp. 
toms for periods ranging from a few weeks to over 
twenty-three years. 

The mortality was 13.33 per cent in the cases 
operated upon twelve hours or less after perforation, 
and 57.1 per cent in those operated upon between 
twelve and thirty hours after perforation. While 
the time elapsing between the perforation and opera- 
tion is very important with regard to the prognosis, 
the location of the ulcer and the patient’s condition 
are also of great significance. The mortality increases 
directly with the distance of the perforation from 
the pylorus. If the ulcer is so situated that localiza- 
tion may occur, the prognosis is better. Ulcers of 
long duration are more favorable for localizing be- 
cause of neighboring adhesions. If the perforation 
occurs when the stomach is empty, localization is 
more apt to occur than if the stomach were full. 

There were no deaths in the ten cases of duodenal 
perforation. The perforation was closed by excising 
the ulcer and then suturing. When excision was 
impossible, the ulcer was infolded. A gastrostomy 
was then performed and the abdomen irrigated with 
normal saline solution at 40 degrees C. A drain was 
used in only five of the cases. When the patient was 
returned to his bed he was given proctoclysis, hypo- 
dermatoclysis, and sufficient morphine to relieve 
pain. As soon as he regained consciousness he was 
allowed to have vichy water or vichy and milk. 
The amount of fluid taken by mouth and the amount 
that ran out of the gastrostomy tube were recorded. 
A few days after the operation the gastrostomy 
tube was closed. If there was no nausea or vomiting 
by the end of a week, the tube was removed. An 
ulcer diet was given for some time after the opera- 
tion. The average length of time the patients 
remained in the hospital was 33.39 days. 

Of the forty-four patients operated upon, eleven 
died. The ulcer was excised in thirty-nine cases 
and sutured in four. In one, a Witzel fistula was 
made. A Mikulicz plastic was performed in one 
case, and a gastrogastrostomy for hour-glass con- 
striction uf the stomach in one. In a later study 
of these cases it was found that eleven of the twenty- 
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four patients had had no further symptoms. three 
had mild symptoms, six had a recurrence and had 
undergone medical treatment, two had had a recur. 
rence. necessitating operation, and two were dead. 

The author draws the following conclusions: 

1. Perforation may occur at any age, but neces- 
sarily occurs more often during the ulcer-hearing 
period. 

2. The mortality depends for the most part on 
three factors: the time elapsing between the perfora- 
tion and operation, the severity of the peritonitis, 
and the patient’s general condition at the time of 
perforation. The mortality rates of the different 
series of cases reported will vary as these factors 
vary in the cases comprising the series. 

3. Gastro-enterostomy is a superfluous procedure 
in the treatment of perforated ulcer. By employing 
gastrostomy instead the mortality rate can be re- 
duced from 2 to 6.5 per cent. 

4. The gastrostomy opening serves as a safety 
valve. Nourishment can be given through it even 
before the patient awakens from the narcosis. All 
the postoperative discomfort of eructation, hic- 
cough, nausea, and vomiting is eliminated. If 
lavage is necessary, it is a simple procedure and not 
disagreeable to the patient. 

5. Primary suture of the abdomen after thorough 
irrigation with normal salt solution at 40 degrees C. 
favors a smooth postoperative recovery. 

6. Of twenty-two patients re-examined, only 
two have required a second operation for recurrence 
of the ulcer. 

7. When they leave the hospital, patients should 
be impressed with the fact that an ulcer diet is very 
essential for continued freedom from recurrence of 
ulcer and that it is highly desirable for them to 
remain under medical control for some time. 

8. No cases of cancer of the stomach developed 
in the series of cases reviewed. 

9. A high median incision has proved most satis- 
factory. 

10. Excision of the ulcer removes pathologic 
tissue, allows approximation of the edges so that 
there is no protruding ulcerated surface on the in- 
side, reduces the tension of the sutures, affords a 
better hold for the sutures, and leaves less scar tissue 
after healing. 

11. Persons with ulcer should be warned oj the 
possibility of recurrence of the ulcer and _ perfora- 
tion. J. A. H. Macoun, M.D. 


Cutler, E. C., and Smith, J. A.: Lymphoblastoma 
of the Stomach; Report of Two Cases. Svs. 
Clin. N. Am., 1922, ii, 1105. 

The authors prefer the term “lymphoblastoma” 
of the stomach to “lymphosarcoma” and assert 
that the indiscriminate use of the term “sarcoma” 
has been the cause of much confusion. The disease 
is relatively rare. At the Mayo Clinic there were 
twelve cases during the period from 1913 to 1920, a 
proportion of one lymphosarcoma to sixty-cight 
gastric carcinomata. The lymphatic type is the 
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most common form of gastric sarcoma. Of Hag- 
gard’s seventy-six cases of gastric sarcoma, thirty 
represented a tumor of lymph-cell origin. Six of 
the twelve cases at the Mayo Clinic were operable; 
two of the patients died from sepsis following opera- 
tion, one died four months later with general 
recurrence, and two showed metastases five to 
seven months after the operation. Seven of the 
twelve cases were diagnosed before operation as 
carcinoma; one as ulcer; one as an abdominal tumor, 
probably inflammatory; one as_ gastric lesion, 
probably malignant; one as pyloric stenosis; and 
one as a tumor in the upper abdomen, probably of 
the pancreas. 

The differential diagnosis from cancer is prac- 
tically impossible. The signs, symptoms, and gas- 
tric analysis are nearly the same. Hemorrhage 
and anemia are not so common as in cancer because 
the mucous membrane more frequently remains 
intact. The tumor tends to project into the lumen 
without ulceration and its consequent X-ray filling 
defect. The history is shorter and the course more 
rapid than in cancer. 

The authors report two cases of lymphoblastoma 
diagnosed as cancer. 

Case 1. The patient was a man 509 years of age, 
who, seven months previous to admission to the 
hospital, experienced a progressive loss of appetite 
until, during the last two months, almost no nour- 
ishment had been taken. Nausea and a slight 
cramp-like epigastric pain followed the ingestion of 
food and changing of the position in bed at night. 
The pain did not radiate. The patient became 


restless and lost sleep. His weight dropped from 


135 to 120 lbs. 

The patient was a poorly nourished man with 
carious teeth, pyorrhoea, and a foul breath. The 
abdomen was soft and symmetrical. <A firm, 
slightly tender mass the size of an orange, which 
seemed to move with respiration, could be felt high 
in the left epigastrium. The hemoglobin was 
75 per cent. There was absence of free hydro- 
chloric acid, and the total gastric acidity was low. 
X-ray examination revealed a filling defect high 
up on the lesser curvature in the cardiac region of 
the stomach, which appeared displaced forward 
and to the left. The fixation and irregularity of the 
stomach suggested malignancy. At operation, the 
peritoneal cavity was found to contain a moderate 
amount of slightly turbid fluid. The stomach was 
distended with gas. A large mass just beneath the 
diaphragm overlay the aorta, pushed the cardiac 
end of the stomach toward the left, and infiltrated 
the lesser curvature. The regional lymph glands 
were enlarged. The condition was diagnosed as 
inoperable cancer. After the operation the patient 
had persistent hiccough and an irregular pulse. 
Death occurred eight hours after the operation. 
The pathologic diagnosis was gastric lymphosar- 
coma with metastases to the regional and retro- 
peritoneal lymph glands and fat. The peritoneal 
fluid contained staphylococci and leucocytes. 
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CasE 2. This case was that of a man, aged 57 
years, who gave a history of dull epigastric pain com- 
ing on about one-half hour after meals for ten months. 
This pain gradually became more severe until, 
during the last five weeks, it had been a “continuous 
agony.” The ingestion of meat aggravated the 
condition. The patient had lost 38 lbs., and was 
poorly nourished. Slight epigastric tenderness 
was found, but no palpable mass. The haemo- 
globin was 65 per cent and the red blood cells 
numbered 3,740,000. There was absence of free 
hydrochloric acid. The total gastric acidity was low. 
X-ray examination showed a definite annular con- 
striction in the antrum. At operation the stomach 
appeared normal, but palpation revealed, 2% in. 
from the pylorus, a hard irregular mass which con- 
stricted the lumen until it scarcely admitted a fin- 
ger tip. The regional lymph glands were enlarged. 
The gastric tumor, pylorus, and 1 in. of the duo- 
denum were resected and a posterior gastro-enter- 
ostomy was done. Convalescence was complicated 
by bronchopneumonia. Twelve months after the 
operation the patient had no gastric complaint, 
felt well, had worked for six months, weighed 133 
Ibs., and showed no abdominal masses or tender- 
ness. The pathologic diagnosis was gastric lympho- 
sarcoma. WALTER C. Burket, M.D. 


Starr, F. N. G.: Cancer of the Stomach. Canadian 
M. Ass. J., 1923, xiii, 24. 

The author emphasizes the fact that pain is often 
a late symptom in cancer of the stomach. An 
examination for this condition should be made 
when a patient complains of discomfort in the 
epigastrium occurring at irregular intervals without 
relation to food intake and associated with loss of 
energy. This investigation should include a com- 
plete history, a physical examination, an X-ray 
examination, and all laboratory tests. 

In the five years from 1907 to rort inclusive the 
author operated on eight cases of cancer of the 
stomach. In only four was it possible to perform a 
gastro-enterostomy. No radical operations were done. 

From 1912 to 1916 inclusive twenty-nine cases 
were operated upon. In thirteen (45 per cent) 
a palliative gastro-enterostomy was possible. In 
five (17 per cent), resection of the stomach was done. 
One of the patients treated by gastrectomy died of 
pneumonia three years later, two are still living, and 
two cannot be traced. 

From 1917 to 1921 inclusive thirty-nine cases of 
gastric cancer were treated. In twelve, a palliative 
gastro-enterostomy was done, and in thirteen (33 
per cent) a radical operation. Of the patients sub- 
jected to a radical operation four died (one of de- 
layed shock two days later, one of acute dilatation 
ten days later, one of pneumonia eleven days later, 
and one of secondaries in the liver two years later), 
one is now dying of secondaries in the retroperitoneal 
glands, and eight are living and well. 

The author advocates exploring late cases under 
local anesthesia after pre-operative treatment con- 
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sisting of the administration of 5 per cent sodium 
bicarbonate solution with 1o per cent glucose by 
Murphy drip and gastric lavage the night before 
and the morning of the operation. During the 
operation hypodermoclysis of normal saline should 
be given into the axilla. The extent of the operation 
will depend on the condition found. 

J. A. H. Macovun, M.D. 


Dahl-Iversen, E.: Ulcerated Carcinoma and Car- 
cinomatous Ulcer Simulating Round Ulcer 
(Ulcéro-cancer et cancer ulcéré simulant l’ulcére 
ronde). Acta med. Scand., 1922, lvii, 134. 


Two cases are reported which clinically were 
similar to cases of gastric ulcer. At operation one 
case presented the picture of a typical gastric ulcer 
situated upon the lesser curvature and micro- 
scopically showed carcinomatous change. In the 
other case a hard infiltrated carcinoma with an 
ulcerated surface was found. 

Loyat E. Davis, M.D. 


Walker, I. J.: Postoperative Obstruction of the 
Small Intestine. Surg. Clin. N. Am., 1922, ii, 
1145. 


Because of its present high mortality of about 
30 per cent, intestinal obstruction is as much dreaded 
as any post-laparotomy complication. The treat- 
ment of acute ileus has not progressed as has the 
treatment of other acute abdominal conditions. 

The high mortality of obstruction of the small 
intestine is due chiefly to the non-recognition of the 
seriousness of symptoms by the laity until the con- 
dition is hopeless, or the insidious onset of the 
condition following operation while the patient is 
still under the eyes of the surgeon. 

The author divides acute postoperative obstruc- 
tion into two types: that occurring within a few 
days or weeks after operation, and that coming on 
months or years after a laparotomy. The former 
occurs usually in patients with considerable infection, 
trauma, or drainage, and appears about the fifth 
day after operation. The latter is due to the exu- 
date produced after operation. 

Adhesions are located where trauma and infection 
have been greatest. This is usually in the ileum. 
Death is caused by the absorption of toxins. 

The author is unable to describe a constantly 
typical syndrome, or to differentiate other obscure 
abdominal conditions. In the differential diagnosis 
he relies upon the history, especially as regards 
causative factors in the production of adhesions, 
and the development of the symptoms. In a case 
cited as a typical case of acute postoperative obstruc- 
tion the diagnosis rested on the salient features of: 
(1) vomiting, without known cause, first of stomach 
contents, later of bile-stained fluid, and later of yel- 
low contents of the upper intestinal tract, which was 
uncontrolled by the restriction of fluids by mouth 
and gastric lavage; and (2) a decrease in the amount 
of flatus following repeated enemata. Palpation of 
the abdomen is usually negative except in the 
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presence of beginning peritonitis. The pulse gradu. 
ally increases in rapidity, and in the late cases 
becomes weak and irregular. The mortality varies 
from 3 to 100 per cent, depending upon the duration 
of the obstruction. Recovery resulted in go per cent 
of the cases operated upon within the first eight 
hours. 

Treatment should be directed first toward the 
relief of the toxic condition with the least amount 
of shock. Walker recommends jejunostomy under 
local anesthesia, followed at a later date by opera- 
tion for the relief of adhesions. 

In the technique used by the author the incision 
is made in the midline or the upper left quadrant. 
The jejunum is located by the ligament of Treitz 
and the uppermost loop is grasped with the forceps. 
Two pursestring sutures are thrown around the 
forceps, an opening is made into the gut large 
enough to pass a No. 16 or 18 French self-retaining 
catheter, and the pursestrings are tied. The cathe- 
ter is then passed through a portion of the omentum 
which will drop down and seal the gut when the 
catheter is removed; this is done by cutting off the 
bulbous end and allowing it to drop into the gut. 
The fistula usually heals within three weeks. In 
only one case of a series of twenty-eight was opera- 
tive closure necessary. 

The operation for the relief of the obstruction is 
undertaken after the toxic symptoms have sub- 
sided, as a rule within five days. When obstruction 
is caused by acute inflammation, relief is usually 
obtained without further operative interference. 
In a series of sixteen cases in which jejunostomy 
was done for the relief of obstruction occurring 
within five to fourteen days after operation, recovery 
took place without further operative procedures. 
Jejunostomy is advocated as a method which will 
lower the present high mortality rate of acute intes- 
tinal obstruction. Wirttam E. SHACKLETON, M.D. 


Quain, E. P.: Chronic Duodenal Obstruction— 
Etiology, Symptoms, and Treatment. J. York 
M. J. & Med. Rec., 1922, cxvi, 651. 


Chronic duodenal obstruction causes symptoms 
varying from mild epigastric distress to severe head- 
ache, vomiting, and vertigo. The condition is often 
confused with gastric ulcer, gall-bladder disease, 
and appendicitis. 

The most common symptoms are chronic epi- 
gastric distress which varies in time and duration, 
but is usually worse two or three hours after eating: 
nausea; the vomiting of often large quantities of 
vomitus containing bile; constipation; periodical 
vertigo; and headache. The symptoms disappear 
after copious bile emesis. The attacks are separated 
by periods of normal digestion. The patient may 
be confined to bed more often by the severe head- 
ache than by the nausea. 

This obstruction of the duodenum may be due to 
several different causes, but the upright position is 
responsible indirectly. A short mesentery will pre- 
vent the downward gravitation of the intestines. 
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The blood vessels are the chief support of the mesen- 
tery, which, if short, must bear the entire weight of 
the intestines, this being the cause of the serious 
pathologic results. ; 

The duodenojejunal juncture between the aorta 
and the superior mesenteric artery may cause a 
constriction if the mesentery is short. An excess 
of fibrous tissue at this juncture causes further con- 
striction. 

A second cause of constriction is a mobile ascend- 
ing colon with a mesentery largely supported by the 
colica media artery, which presses upon the third 
portion of the duodenum, causing obstruction and 
dilatation. 

A short fetal mesentery will prevent the ascending 
colon and hepatic flexure from reaching their normal 
locations and thus cause coloptosis on the right side. 
In such cases both of the preceding factors may 
constrict the duodenum. 

Since these conditions are congenital, the symp- 
toms usually date from early childhood. 

A positive diagnosis can be made with the X-ray 
by turning the patient sideways. Bulging or dis- 
placement of the duodenum may be associated with 
a barium residue or delayed emptying. 

In mild cases a recumbent position after meals, or 
elevation of the lower abdomen in the knee-chest or 
the Trendelenburg position will often allow the 
duodenal muscles to regain their tone. 

In more advanced cases non-operative treatment 
includes rest in bed for a few weeks, the Trendelen- 
burg position for several hours each day, and the 
application of a pad over the lower abdomen. 

If surgery is advisable all the upper abdominal 


organs should be thoroughly examined at the time 


of the operation. Ptosis of the right colon will 
usually be relieved by fixation. If dilatation extends 
to the jejunal juncture, duodenojejunostomy is the 
best treatment. Care must be taken not to injure 
the blood vessels or lymph glands. A description of 
the operation follows. 

The author has been able to cure or relieve nearly 
50 per cent of these cases. 

Marcus H. Hosart, M.D. 


Macrae, D., Jr.: Chronic Duodenal and Gastric 
Ulcer Diagnosis. J.-Lancet, 1923, xliii, 26. 


The technique of operation for chronic duodenal 
and gastric ulcer is a matter of choice and should be 
decided upon after the abdomen is opened. Moy- 
nihan has said that of every ten cases of unsatis 
factory results after gastro-enterostomy nine are 
due to the fact that the operation was performed 
in the absence of any organic lesion to justify it. 

The two conditions should not be discussed as 
one subject since the pathology, symptoms, and 
treatment are distinct. The “pyloric white line” 
and “pyloric vein” may be taken as the anatomical 
line of demarkation. 

Gastric ulcer is a rare disease as compared with 
duodenal ulcer (1:12). Persons with gastric ulcer 
are usually emaciated, weak, and pale. The ulcer 
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varies greatly in appearance and sensation. In 
some cases it perforates the liver and pancreas. It 
is subject to cancerous degeneration, causes severe 
pain soon after eating, and calls for gastro-enter- 
ostomy combined with excision, cauterization, or 
gastrectomy. 

Duodenal ulcer, on the other hand, is a common 
lesion and in many cases causes only mild symptoms. 
It varies little in size and appearance, and its 
symptoms commonly resemble those of other 
abdominal affections. -Its pain is delayed. The 
treatment of choice is gastro-enterostomy without 
excision. 

In cases of gastric ulcer the pain is typically 
regular shortly after the ingestion of food. In cases 
of duodenal ulcer there is a feeling of fullness and 
discomfort. Tenderness is not usually characteristic 
but a deep pain in the epigastrium boring through 
to the back suggests a lesion on the posterior sur- 
face. The sequence, “food—comfort—pain—food 
—comfort—pain,”’ is of the greatest importance in 
the diagnosis of gastric ulcer. 

Vomiting is not an important diagnostic symp 
tom except in marked stenosis, and is given too 
much prominence in the textbooks. 

Hemorrhage is also given too much _promi- 
nence in the literature. Blood is found in the stool 
or vomitus in less than 20 per cent of the cases of 
gastric ulcer. On the other hand, it is one of the 
first and most important signs of cirrhosis of the 
liver and has been the cause of many operations for 
supposed gastric ulcer. 

When the history has been taken carefully, little 
can be gained by a physical examination. The 
examination of the stomach contents should be dis- 
carded. Exploratory operation with examination 
of the ulcer is, of course, the only sure means of 
detecting the condition. The X-ray is of great 
value, but should not be given too much importance. 

The cause of ulcer is usually infection from other 
parts. Ninety per cent of cases of so-called “‘dyspep- 
sia” or other “‘stomach troubles” diagnosed as ulcer 
without the X-ray or surgery are not cases of 
ulcer. The two chief offenders are the appendix 
and gall-bladder. 

The pyloric valve has been mistaken by some 
inexperienced operators for ulcer. The ‘white 
line’ was so diagnosed in a case in which autopsy 
proved the absence of ulcer. 

The author states that an operation for ulcer 
should never be performed unless the ulcer can be 
seen and felt. All chronic ulcers should be removed 
if possible. Marcus H. Hosart, M.D. 


Bettman, R. B., and Blum, D. M.: Acute Intestinal 
Obstruction Caused by Fecal Impaction in 
Meckel’s Diverticulum. J. Am. M. Ass., 1923. 
Ixxx, 230. 


The case reported, that of a boy 1o years of age, 
is of interest because of the rarity of the pathologic 
condition. Eight inches above the ileocecal valve 
a Meckel diverticulum protruded from the ante- 
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mesenteric border of the intestine. Gentle pressure 
on the diverticulum caused the intestional contents 
to slip into the collapsed ileum followed by gas and 
fluid causing a gurgling sound. The contents 
could be milked along the ileum into the large 
intestine. No attempt was made to obliterate the 
diverticulum. Recovery was uneventful. Later 
the diverticulum could not be seen by the X-rays. 
E. C. RospitsHEk, M.D. 


McFarlan, P. F.: Intestinal Obstruction Following 
Acute Appendicitis and Peritonitis. Brit. M. J., 
1923, i, 61. 


The case reported was that of a 20-year-old man 
who was operated upon -for acute appendicitis 
thirty hours after the acute onset of fever, gen- 
eralized tenderness over the entire lower abdomen, 
and marked rigidity. There was no history of 
previous attacks. At operation a gangrenous 
appendix was removed and found to contain two 
concretions. The pouch of Douglas contained a 
considerable quantity of pus, and there was marked 
injection of all the peritoneal surfaces which came 
into view. A corrugated rubber drain was intro- 
duced into the pouch of Douglas. 

The postoperative management included the 
administration of glucose and saline solution per 
rectum and 1% gr. of morphine on the first night. 
The temperature was normal the following morning 
and never rose above 1oo degrees F. The pulse was 
normal on the fifth day. From the second night 
the patient complained of intermittent pain and a 
desire to move his bowels. He also showed slight 
distention. On the evening of the third day he was 
given a small turpentine enema, and on the fourth 
day castor oil and another turpentine enema. The 
bowels moved slightly that night and three times 
the next day, aided by 1% gr. of calomel hourly 
up to 2 gr. and another enema. The distention 
increased constantly however and the discomfort 
continued. There was no vomiting. On the seventh 
and eighth days there were several small liquid 
movements. The distention had increased to such 
an extent that it stretched and opened the incision. 

On the ninth day the abdomen was opened. The 
small intestine was found distended above a dense 
adhesion which bound it firmly to the mesentery of 
the pelvic colon. Following this operation there 
was distention of the stomach but this was reduced 
rapidly by gastric lavage. Thirty hours after the 
operation the patient was given pituitrin, and ene- 
mata, and castor oil by the stomach tube. The 
next day he had a copious liquid evacuation, and 
for a day or two he was relieved but then became 
much worse. Fifteen days after the first operation 
the ileum was opened and a tube placed therein. 
This relieved the distention, and the bowels moved 
freely two days later. 

Slow recovery followed. By the end of the sixth 
week the patient left the hospital with the wounds 
healed but with a hernia at the site of the appendix 
incision. H. W. Fink, M.D. 


Oudard: A Case of Cystic Appendicitis (Un cas 
d’appendicite kystique). Bull. et mém. Soc. de chir. 
de Par., 1922, Ixviii, 1199. 

Cases of cystic appendicitis are rare. The author 
reports one case of his own. 

The lesions are of two principal types. Those of the 
first type, which may be called ‘‘mucoceles,”’ are due 
essentially to hypertrophy of the lymphoid tissue 
of the appendix, the elements of which are distended 
by mucus. Those of the second type include divertic. 
ular cysts. Under the influence of inflammation and 
repair, secondary cavities with débris of the mucosa 
of the primary cavity are formed. In the majority 
of cases there is a communication between the 
cavities of the cyst and the appendix. The divertic- 
ular cysts seem to be due to small parietal abscesses 
opening into the lumen of the appendix which heal 
after suppuration, the regenerated epithelium of the 
internal surface of the appendix then extending 
into the adjacent sac by karyokinesis. 

The author’s case was different from either of 
these usual types (mucocele and diverticulum). 
Histologic examination showed a stenotic appen- 
dicitis of the hyperemic type with chronic sclerotic 
lesions and traces of old extinct inflammation. 
In addition to these signs of ordinary appendicitis, 
a solitary cicatrized diverticulum at the base and 
several subserous cystic formations were found. 
The diverticular cyst was in the vicinity of the base. 

Whatever may have been the pathogenesis of 
this outlying diverticular cyst, the appendicular 
cystic formations (of which there were four) were 
completely independent of the cicatricial diverticu- 
lum, lacked epithelium, and because of their evident- 
ly vascular origin and blood content, constituted a 
distinct type of lesion. W. A. BRENNAN. 


Phifer, C. H.: Hemorrhage Following Abdominal 
Operations; with Special Reference to Appen- 
dicectomy and Excluding Bleeding from the 
Stump. Surg., Gynec. & Obst., 1923, xxxvi, 80. 


Luksch found that enterorrhagia occurred once 
in every hundred operations for strangulated her- 
nia. Postoperative hematemesis after abdominal 
operations is rare. It may follow operations on 
the peritoneum, omentum, intestine, gall-bladder, 
kidney, uterus, and ovaries, usually from the second 
to the tenth day. The author reports the case of a 
young girl subjected to appendectomy for subacute 
appendicitis who developed symptoms of hemor- 
rhage and passed blood by the bowels on the second 
day after the operation. A second laparotomy was 
then done. The appendix stump was found to be in 
good condition. The bleeding ceased on the fifth 
day following the usual treatment for hemorrhage. 
In the author’s opinion the hemorrhage in this case 
was due to thrombosis with embolism of the walls 
of the intestine followed by ulceration. 

Phifer collected from the literature forty-three 
cases of postoperative hemorrhage following ab- 
dominal operations. There were twenty-one recov- 
eries and twenty-one deaths. In one case report the 
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result is not stated. In five cases, in which there 
was one death, the bleeding was from the bowel; in 
seven, in which there were two deaths, it occurred 
from the wound; and in twenty-six cases, in which 
there were seventeen deaths, it occurred from the 
stomach. In three case reports the nature of the 
hemorrhage is not stated. In four instances ulcers 
were found in the stomach or duodenum. 

Direct hemorrhage following appendectomy may 
occur from the superficial abdominal vessels, the 
meso-appendix, the bowel, the abscess cavity, the 
deep epigastric and external iliac arteries, or the 
appendix stump. 

Moynihan states that postoperative hematem- 
esis is to be looked for especially after operations 
on the stomach, duodenum, and bile passages. As 
responsible factors he mentions: (1) the anesthetic; 
(2) injury to the stomach or bowel resulting in 
ulceration; (3) injury to the omentum causing 
thrombosis of the omentum followed by embolism 
in the walls of the stomach or bowel (von Eisels- 
berg); (4) sepsis (Rodman); and (5) reflex influence 
(Mayo-Robson). 

The author regards trauma and embolism alone 
or combined as the cause of this condition. 

J. A. H. Macoun, M.D. 


Oudard and Jean: Inguinal Hernia on the Right 
Side Following Appendectomy (Hernies ingui- 
nales droites aprés appendicectomie). J. de chir., 
1922, XX, 584. 

The authors report nine cases of inguinal hernia 
on the right side which occurred in adult males 
following appendectomy. The average time between 
the operation and the development of the hernia 
was thirteen months. The content of the hernial 
sac was chronically inflamed omentum. The sac 
was very thin and the omentum firmly attached by 
dense adhesions. The abdominal wall was thinned 
and weakened and the external abdominal ring 
enlarged. An impulse upon coughing was noted. 

The adhesions of the omentum to the peritoneal 
wall no doubt occurred at the time of the attack of 
appendicitis or immediately after the operation 
and constituted probably the primary pathogenic 
factor in the development of the hernia. Direct 
injury of the muscles or the nerve supply of the 
muscles of the anterior abdominal wall caused the 
necessary weakening of resistance. 

Clinically, these hernia resemble the ordinary 
inguinal herniz, but the sac differs materially from 
that found in cases of congenital failure of the pro- 
cessus vaginalis to close completely. Asarulea hernio- 
laparotomy is necessary. Loyat E. Davis, M.D. 


Bonnet: Residual Appendicular Abscesses Open- 
ing into the Bladder by the Subperitoneal 
Route After the Removal of the Appendix (De 
Vouverture dans la vessie par voie souspéritoneale 
des abcés appendiculaires résiduels, aprés ablation de 
lappendice). Lyon chir., 1922, xix, 561. 


Konnet’s patient, a man 40 years of age, was 
operated upon for gangrenous appendicitis. Three 


weeks after the removal of the appendix a sub- 
peritoneal perirectal abscess developed to the left 
of the rectum and drained into the bladder. 
Subperitoneal pelvic phegmons in appendicitis 
are rare. Abscesses in the space of Retzius are 
more common; these also may open into the bladder. 
In the case reported the gangrenous appendicitis 
caused peritonitis. A drain was placed in the 
Douglas sac and brought out at the lower end of the 
wound. During the days following, gangrene of the 
aponeurosis developed and some of the infecting 
fluid from the peritoneum infiltrated the muscula- 
ture. It is possible that the peritonitic fluid may 
have filtered into the lower pelvis between the peri- 
toneum and the muscle planes. Bonnet therefore 
recommends the use of a peritoneal drain and 
suturing of the lips of the peritoneum to the apo- 
neurotic planes to prevent infiltration of the sub- 
peritoneal cellular tissue. W. A. BRENNAN. 


Trueblood, D. V.: End-to-End Intestinal Anas- 
tomosis: An Experimental Study. Northwest 
Med., 1923, Xxii, 27. 

The operation described, which is still in its 
experimental stage, is applicable to the large and 
small bowels for end-to-end or end-to-side anasto- 
mosis. The diseased bowel is resected by means of 
small clamps and a cautery. The two ends are 
approximated and the cauterized edges turned up 
so that a continuous Cushing mattress suture can 
be introduced as close to the clamps as possible. 
This loose continuous suture is then pulled taut to 
approximate the serous surfaces of the posterior 
line of the anastomosis and then locked by taking 
an extra bite through the two approximated edges. 

When an intestine is crushed with the crushing 
clamp the mucosa and smooth muscle tissue squeeze 
out from under the clamp, leaving the serosa and 
submucosa of the two walls pressed together into 
a fibrous ribbon. When the clamps are removed 
these two ribbons stand up stiffly side by side. 
Both ends of the ribbons are caught in small hemo- 
stats and the ribbons held taut while one or more 
basting stitches are introduced. 

The continuous Cushing mattress suture is con- 
tinued around the bowel and the two ends are tied. 
The basting threads are then withdrawn. For 
reenforcement, especially at the mesenteric edge, 
Halsted’s mattress sutures are introduced and 
continued all the way round where necessary. 
The rent in the mesentery is then closed. By grasp- 
ing on each side of the anastomosis with the thumb 
and forefinger, the approximated lips are separated 
and the size of the stoma may be determined. 
The tissue held in the two small hemostats is cau- 
terized away from the crushing clamp. The ribbon 
held within this clamp is united to that opposite. 

The following conclusions are drawn: 

1. The procedure described is a simple, aseptic 
method of anastomic suture in which the openings 
are closed by basting threads which, after the anas- 
tomosis has been completed, are withdrawn. 
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2. It is applicable to the large and small intestines 
for almost any type of union in any location. 
GrorcE E. Betty, M.D. 


Symonds, C.: Gonorrheeal Stricture of the Rectum. 
Proc. Roy. Soc. Med., Lond., 1923, xvi, Sect. Surg., 

The type of stricture: to which Symonds refers 
involves the lower 3 or 4 in. of the rectum, including 
the anal margin and the entire circumference of the 
bowel. The bowel shows bands and bridles of 
indurated muscle separated by pockets, from the 
bottom of which fistulous tracts lead into the vagina 
or to the surface around the anus. Extreme narrow- 
ing occurs at several points and in advanced cases 
will not permit digital examination. Hard polypoid 
growths are found surrounding the anal margin. 
The patient states that a discharge from the rectum 
has persisted for many years. 

The author reports seven cases, all those of 
women. In two cases colostomy was followed by 
symptoms of toxic absorption and death. In one 
case, following a digital examination, there was 
profuse diarrhoea with blood and pus followed by 
collapse and death. In another case death occurred 
after the removal of the polypoid masses. In two 
cases the removal of the cicatricial areas was under- 
taken some time after colostomy. In one, the results 
were successful, but in the other, it was impossible 
to reach healthy bowel. One case was relieved by 
colostomy. 

The author was able to find specimens of thirty- 
eight other cases in museums. Many of these mu- 


seum specimens were labeled ‘syphilitic origin.” 


Fig. 1. Gonorrhceal stricture of rectum in female. 


AF 


Fig. 2. Gonorrhoeal stricture of rectum in male. 


In the treatment of this condition various proce- 
dures may be employed to meet certain indications. 
The use of bougies and division of the stricture is 
limited because of the danger of perforation. Ex- 
cision can be done only when the limits of the 
disease can be reached with the examining finger. 
Colostomy occupies a prominent place in the treat- 
ment. Czcostomy and appendicostomy may be 
valuable in selected cases. I. E. Bisuxow, M.D. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Jones, J. F. X.: The Removal of a Retention Cyst 
from the Liver. Ann. Surg., 1923, Ixxvii, 68. 


Non-parasitic liver cysts may be classified as: 

1. Teratomatous or embryomatous cysts. 

2. Pseudocysts, including cystic degeneration of 
carcinoma and sarcoma, softening of cirrhotic nodes, 
and cysts due to hemorrhage. 

3. Lymphatic cysts, which contain clear, watery, 
yellowish fluid with albumin, a large percentage of 
sodium chloride, and no bile, are usually small, and 
are lined with endothelium. 

4. Cystic degeneration of the liver associated 
with cystic kidneys, and also occasionally with 
cysts in the spleen, pancreas, or ovary. The cysts 
vary from a microscopic to a macroscopic size and 
are lined with epithelium ranging from a low to a 
columnar type. The dilated tubule is surrounded 
by fibrous tissue. The fluid is clear, albuminous, 
and free from bile, and may show cholesterin, leucin, 
Blood, and creatinin. 

5. Cysts which arise from blood vessels. 
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6. Single or multiple cystadenomata, which are 
lined with epithelium and contain a clear or turbid 
albuminous, variously colored fluid. 

7. Simple ciliated epithelial cysts, which are no 
larger than a walnut, free from bile, and located on 
the anterior surface of the liver near the suspensory 
ligament and along the inferior border. 

8. Retention cysts, which are due to the engorge- 
ment of a bile duct and contain serous or mucous 
fluid or bile. 

A non-parasitic cyst is usually lined with epi- 
thelium or endothelium. 

A parasitic cyst may be ruled out by microscopic 
examination of the fluid and cyst wall. The fluid 
of a cyst containing a living hydatid is colorless; 
it contains succinic acid, and sugar, but no albumin. 
In some cases there may be hooklets, scolices, or 
daughter cysts. When the hydatid is dead the fluid 
becomes turbid, albuminous, and toxic. A hydatid 
cyst shows an outer capsule, the ectocyst, and an 
inner membrane, the endocyst, which, with its 
daughter cyst, may be readily shelled out. The 
value of a hydatid thrill in the diferential diagnosis 
is very questionable. The various laboratory tests 
for hydatid disease—miostagmin, Abderhalden, and 
intradermic reactions, the complement-fixation, and 
cutaneous tests may be positive. 

The diagnosis of a non-parasitic liver cyst is 
seldom made before operation or autopsy. Such 
cysts are mistaken for hydatid or ovarian cysts, 
hydronephrosis, mesenteric cysts, parasitic cysts, 
tuberculous peritonitis, distended gall-bladder, ses- 
sile tumor of the liver, etc. Occasionally the X-ray 
may show a relation of the cyst to the liver shadow or 
tule out the thoracic condition. It is important to 
differentiate the extrahepatic bile-duct cysts, such 
as a diverticulum or idiopathic dilatation of the com- 
mon bile duct, which should be treated by a primary 
choledocho-enterostomy. 

Complications, such as rupture, hemorrhage, and 
suppuration, have been rare. 

The treatment for both parasitic and non-para- 
sitic cysts is similar. After the interior of the cyst 
has been disinfected and the cyst lining destroyed 
by chemical means, and, in cases of hydatid disease, 
the endocyst has been removed, the sac is stitched 
to the abdominal wall (marsupialization). The cyst 
may be drained or the abdominal wound closed 
without drainage. Occasionally an encapsulated 
cyst may be completely excised. In non-encapsu- 
lated cysts, because of the difficulty of approach and 
hemorrhage, a very thin capsule excision of the sac 
is inadvisable. A pedicled cyst may be completely 
removed. If a non-parasitic cyst cannot be extir- 
pated or marsupialized, the cyst wall may be anas- 
tomosed to the duodenum. 

The author gives a brief report of sixty-one cases 
of non-parasitic liver cysts operated upon surgically 
which have been reported in the literature, and in- 
cludes one case of his own. 

The author’s patient was a 17-year-old girl with 
an oval abdominal swelling which projected in the 
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midline, extended 11% in. below the umbilicus, and 
above seemed lost under the transverse colon. The 
cyst could be moved only from side to side. The 
abdominal wall was movable over it. The liver was 
not palpable. Local pain was felt in the swelling. 
There was no jaundice. 

At operation a grayish-white ovoid cyst, measur- 
ing 19 by 10 cm., which was attached to the anterior 
margin of the left lobe of the liver, was completely 
excised. The raw liver edge was then cauterized 
and sutured with catgut. The patient made a com- 
plete recovery. 

The dark, greenish, viscid fluid contained by the 
cyst was negative on microscopic examination and 
sterile on bacteriological examination. The cyst 
wall consisted of a thin layer of dense fibrous tissue 
lined by a single layer of low cuboidal epithelium 
which was partially desquamated. An occasional 
duct-like formation was found embedded in the 
cyst wall. The diagnosis was retention cyst of the 
liver. Wa:ter C. Burket, M.D. 


Helvestine, F., Jr.: Primary Carcinoma of the Liver. 
J. Cancer Research, 1922, vii, 209. 


The author considers the following questions: 
(1) whether the cancer is derived from the liver cells 
or from cells of the smaller bile ducts; (2) whether 
there is any relationship between the malignant 
growth and cirrhosis; (3) whether the growth takes 
place by gradual metamorphosis of liver cells into 
cancer cells, or by autocellular proliferation; and (4) 
whether the cancer is multicentric or unicentric in 
origin. Two cases are reported. 

Because of the trabecular arrangement of the 
cells, the presence of capillary stroma, and the ab- 
sence of proliferation of the bile-duct epithelium, 
the carcinoma in the first case was classed as a 
hepatoma. 

Cirrhosis was not present in the liver tissue, and 
there was no hyperplasia of the liver cells. In spite 
of numerous points at which the cancer cells grew 
between parallel capillaries and were in direct con- 
tinuity with the liver-cell trabecula, there were no 
transitions between liver cells and cancer cells. 

The growth was unicentric in origin, the primary 
focus being in the right lobe, from whence it grew 
by direct extension without using the portal system 
as a pathway. 

The picture in the second case, a case of secondary 
carcinoma of the liver, was very similar to that 
observed in the first case. H. A. McKnicut, M.D. 


Boyd, W.: Studies in Gall-Bladder Pathology. 
Brit. J. Surg., 1923, X, 337- 


Boyd states that in the past too much attention 
has been paid to the study of calculi and not enough 
to the study of the gall-bladder itself. The investi- 
gation of the pathology of the gall-bladder was 
carried out on material freshly brought from the 
operating room. The best results were obtained 
from a study of frozen sections after fixation in 
formalin and subsequent study of paraffin sec- 
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tions. Autopsy material was found to be entirely 
useless even when the tissue was studied as early 
as three hours after death. 

By means of the dissecting microscope it was 
found that in marked cases of strawberry gall- 
bladder “the graceful, fragile, gossamer folds of 
mucosa are completely altered in appearance, being 
loaded down by the dense, opaque lipoid much as 
a delicate birch tree might be weighed down by a 
load of snow.” This yellow lipoid material in the 
strawberry gall-bladder is soluble in alcohol, ether, 
and chloroform, and stains red with Scharlach R 
and Sudan III, and black with osmic acid. To 
determine the nature of the lipoid material more 
accurately sections were stained by Lorrain Smith’s 
Nile-blue sulphate method. The conclusion was 
reached that the lipoid in the mucosa was not 
neutral fat, but whether it consisted of fatty acids 
or cholesterol was undecided. 

Under the polarizing microscope newly formed 
esters of cholesterol were found similar in appear- 
ance to the lipoid material of the strawberry gall- 
bladder. By using Moleschott’s sulphuric acid 
reaction for cholesterol, it was found that the lipoid 
gave the chemical and physical reactions of choles- 
terol ester. To determine the amount of lipoid in 
the gall-bladder mucosa, equal parts of absolute 
alcohol and ether were used in a Soxhlet extractor. 
The mucosa of two normal gall-bladders contained 
o.51 and 1.70 per cent of cholesterol by weight. 
The percentage of cholesterol by weight in six 
strawberry gall-bladders varied between 34.60 and 
60.54 per cent, the average being 47.46 per cent. 

The lipoid deposits may be found distributed 
“in any of the coats and at any depth. Its most 
common place of occurrence is the surface epithe- 
lium and the stroma of the villi.” 

Boyd states that until the deposition of lipoid has 
been produced experimentally in an animal it will 
be impossible to state with certainty the factors 
which govern the formation of such deposits. He 
believes that the most probable factor is inflam- 
mation. 

To determine the character and distribution of 
the lipoid from the standpoint of comparative 
anatomy the gall-bladders of fifteen dogs and five 
cats were examined. In dogs, the lipoid was present 
in the mucosa in every case but always confined to 
the epithelium, the largest deposits being in the 
tips of the villi. In the cats, the lipoid was present 
in scanty amounts in two and absent in three. No 
lipoid was found in the gall-bladder of the cow, 
rabbit, guinea pig, or frog. 

In order to determine the function of the gall- 
bladder the abdomen of a dog was opened, a fine 
needle introduced into the gall-bladder, and after 
withdrawal of the bile, an equal amount of 2 per 
cent iron-ammonium citrate was injected. A series 
of dogs was used and after varying periods of time 
the gall-bladder was removed and placed in a 
fixative containing potassium ferrocyanide. ‘Even 
after so short a time as half an hour there were 
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numerous blue granules in the epithelial cells ang 
to a less extent in the stroma of the villi.”’ 

A study of cholesterol absorption was incop. 
clusive. W. E. SHACKLETON, M.D, 


Bottomley, J. T.: Cholelithiasis; Cholecystectomy; 
Operative Injury to the Main Bile Duct; 
Primary End-to-End Suture; Postoperative 
Stricture of the Duct; Hepaticoduodenostomy; 
Recurrence of the Stricture; Second Hepatico. 
duodenostomy Over a Rubber Tube. Surg. Clin, 
N. Am., 1922, li, gor. 

A woman 40 years of age was operated upon 
September 1,’1920, for stones in the gall-bladder and 
cystic duct. A haemostat was placed on the cystic 
duct and then reapplied at a deeper level. The 
cystic duct was apparently free from the common 
duct. Removal of the gall-bladder was followed 
by a gush of bile, and it was then noted that a portion 
of the common duct was included in the forceps, 
An end-to-end suture was done over a T-tube. Three 
weeks later the tube was removed, and five weeks 
after operation the fistula closed. Subsequently the 
patient became jaundiced, and one year after the 
first operation a hepaticoduodenostomy was done. 
Six months later jaundice again developed, and in 
May, 1922, a second hepaticoduodenostomy was 
performed. Since then the patient has been well. 

This case illustrates the danger and consequences 
of operative injury of the main bile ducts in pro- 
cedures about the region of the gall-bladder, even 
in the hands of those accustomed to dealing with 
the difficulties and experienced in meeting the 
problems of surgery in this field. As these are the 
days of frequent cholecystectomies, such a case is 
worthy of note and comment because it sounds a 
warning and teaches a valuable lesson on operative 
repair of the injury done. 

It is desirable that every attempt, successful or 
unsuccessful, to repair or reconstruct the main bile 
duct be recorded. It is probable that many cases 
have not been reported because the original surgical 
fault was the operator’s and the attempt to relieve 
the result was unsuccessful. 

Oscar E. Napeau, M.D. 


Keyes, A. B.: Cholelithiasis, Cholecystitis, and 
Cholangitis. Ann. Surg., 1923, Ixxvii, 52. 


Intrahepatic stones are seldom seen at autopsy, 
the distance of the liver from intestinal infection 
and the almost continuous flow of bile rendering 
them less common than stones in the gall-bladder. 

Duct stones do not form in the ducts; hepatic- 
duct stones are probably always due to an intra- 
hepatic source; cystic-duct and common-duct 
stones are usually derived from the gall-bladder or, 
in rare cases, from an intrahepatic source. 

Stones in the gall-bladder generally arise there, 
but may be intrahepatic in origin. Their size varies 
from that of a millet seed to that of a small hen’s 
egg. Their number ranges from one to 7,000 and 
their color, from alabaster white, light or dark 
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yellow to green, brown, or black. Their shape may 
be spherical, oval, or facetted. They consist of layers 
of cholesterin and bile pigment or calcium carbonate, 
or a combination of all three. They are rare in 
infancy and childhood and in tropical climates. 
Their greatest frequency is after the fortieth year 
of age. 

* in the production of stones are: (1) 
slowing of the bile due chiefly to narrowing of the 
duct, (2) ascending infection, and (3) excess choles- 
terin in the bile. 

The gall-bladder usually contains dark green, 
almost black, bile or pus. 

Conditions favoring the formation of gall-stones 
are: (1) external pressure by corsets, belts, etc. 
which causes kinking of the cystic duct and stag- 
nation of the bile; (2) ptosis causing kinks and 
bile stagnation, venous kinking and engorgement, 
catarrhal gastro-enteritis, papillitis, or ascending 
common-duct infection; (3) chronic circulatory, 
cardiac, and pulmonary disturbances causing ven- 
ous engorgement; (4) hurried irregular meals, over- 
eating and drinking, poorly cooked food, sedentary 
habits, poor hygienic surroundings; and (5) certain 
acute and subacute infections, such as typhoid 
fever, gastro-enteritis and its sequela, and catarrhal 
inflammation of the duodenum with ascending duct 
infection. 

The hypertrophied walls of a “recovered” gall- 
bladder containing bile, mucus, and small stones 
may contract and completely empty it. 

Stones may remain in the gall-bladder and ducts 
for years without causing symptoms, and may be 
found only by chance at laparotomy or autopsy. 

In passing through inflammatory, infiltrated 
ducts very small stones may cause violent pain. A 
small stone impacted in the cystic duct may cause 
colic. Various gastro-intestinal, renal, ureteral, pan- 
creatic, and other intra-abdominal conditions may 
be mistaken for gall-stone colic. The first pain may 
be due to pericholecystitis or a true peritonitis 
from extending infection or a perforating ulcer. 
Violent contractions of a catarrhal hypertrophied 
gall-bladder may cause bladder or duct pain. 

Stones may wander in common-duct stenosis with 
gall-bladder hypertrophy and in catarrhal endo- 
cholecystitis, in which there is a large bile secretion. 
In some cases they may pass through fistule 
between the gall-bladder and neighboring viscera. 
They usually do not wander from a dilated incom- 
pensated gall-bladder or in cases with little bile and 
marked concentric hypertrophy of the gall-bladder. 
Extremely large stones do not wander. Impacted 
stones may lead to intraperitoneal rupture of the 
gall-bladder or ducts. 

The surgical procedure is based on the inter- 
pretation of macroscopic changes found at operation, 
viz. 

I. The appearance of the adjacent peritoneum 
with regard to inflammation, exudate, and adhesions. 

2. Simple acute dilation of the normal gall-blad- 
der by fresh bile, This generally indicates a sudden, 
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recent acute stenosis or atresia of the common duct 
with normally open cystic and hepatic ducts. 

3. Eccentric hypertrophy of the gall-bladder 
wall. This indicates open cystic and hepatic ducts 
and a moderate common-duct stenosis for a period 
of some time. 

4. Icterus in gall-bladder cases. This means 
obstruction to the common duct with incompensa- 
tion of the gall-bladder. 

5. Reversal of the bile stream and ascending 
cholangitis. This occurs when there is hypertrophy 
of an infected gall-bladder with common-duct 
obstruction. 

6. Simple atrophy of the gall-bladder. This 
points to an early catarrhal condition with narrow- 
ing of the cystic duct. 

7. Concentric hypertrophy, a change which occurs 
rs long-standing moderate stenosis of the common 

uct. 

8. The condition of the liver. This is determined 
by inspection and palpation, and, if necessary, by 
aspiration, smears, and cultures. 

9. The contents and the character of the wall of 
the gall-bladder. 

Hydrops cystidis usually results from simple cystic- 
duct obstruction due to stone or low-grade inflam- 
mation. Empyema of the gall-bladder arises from 
acute ascending inflammation. 

With ascending common-duct infection there 
may be a concomitant, ascending pancreatic-duct 
infection. A case of clinical pancreatitis may recover 
after drainage of the gall-bladder. 

Drainage is more often indicated for a cholan- 
gitic liver and for the pancreas than for the gall- 
bladder itself. Hepatic, pancreatic, and gastric 
symptoms clear up following drainage. 

Cholecystectomy should be done with great 
hesitancy. Especially when there is stenosis of the 
common duct, it allows the bile to drain only poorly 
through the already diseased bile ducts. The re- 
moval of a badly infected empyemic gall-bladder 
may spread the infection. 

The author describes the technique of chole- 
cystostomy as follows: 

Examine the common duct; wall off the gall- 
bladder with hot wet pads; aspirate; open at the 
apex; remove all the bile, mucus, pus, and stones 
from the gall-bladder and cystic duct; explore the 
interior of the gall-bladder with the finger for 
stones and diverticula; pack the gall-bladder to 
within 1% in. of the top with iodoform gauze and 
extend the end of the gauze out through a rubber 
tube drain fastened into the gall-bladder with a 
double pursestring suture; suture the gall-bladder 
to the anterior parietal peritoneum; and close the 
abdominal wound around the tube. 

A permanent fistula will not result. Re-formed 
stones can be easily removed through the anchored 
gall-bladder. Do not drop the gall-bladder and tube 
back into the abdominal cavity as this permits an 
overflow of bile and results in adhesions which may 
complicate later operative treatment. 
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Cholangitic infections may ascend from catarrhal 
common-duct, cystic-duct, and gall-bladder infection, 
possibly with the formation of multiple intra- 
hepatic foci or abscesses. In some cases they may 
cause death. The author gives the histories of five 
such cases of cholangitis. 

Wa ter C. Burket, M.D. 


Oliver, S. F.: The Etiology of Gall-Stones. J. Lab. 
& Clin. Med., 1923, viii, 242. 

It has been noted that gall-stones are more com- 
mon in women than in men. According to one 
investigator, infection and stagnation of bile are 
the probable steps in gall-stone formation, an 
absorption of alkaline substances taking place with 
the production of an acid bile which leads to catarrh 
with an outpouring of mucus in which pigments and 
salts are precipitated. Stones may be found at any 
point in the biliary passages. The author states 
that he has never encountered an acid bile and 
that if this explanation were correct we would find 
gall-stones composed largely of bile salts. In the 
cases of gall-stones reported in this article cystic- 
duct obstruction was usually present, and in a 
few cases there was also common-duct obstruction 
with jaundice. 

The urine was examined prior to examination, and 
the urine and bile examined daily for fourteen to 
sixteen days after operation. All of the cases showed 
an increase in bile salts and pigment in the urine 
before operation. In some cases there was an 
enormous increase in bile salts without the normal 
coloring matter of the bile, while in other cases 
= pigment predominated to the exclusion of bile 
saits. 

At operation the bile in each case was aseptically 
collected and tested for its various constituents. 
Quantitative determinations of the bile salts were 
made by treating the bile with absolute alcohol and 
then filtering it. In cases of cholelithiasis the bile- 
salt content was found to range from ¢ of 1 per 
cent to 4 of 1 per cent. Cases of catarrhal chole- 
cystitis, relatively few in number, were secn by the 
author in which the bile-salt content of the bile was 
low. These were treated as potential gall-stone 
cases and responded well to cholecystostomy. 

Following operation, the bile and urine were 
daily collected and tested. After drainage of the 
gall-bladder and the removal of the stones, the 
urine tended to show daily decreases in bile salt 
and the bile showed corresponding increases. The 
removal of the obstruction did not lead to an im- 
mediate return to normal function on the part of 
the liver. In some cases normal limits were reached 
by the urine in six to eight days and by the bile in 
ten to fourteen days. About the fourth day after 
operation and for several days thereafter there was 
an increase in the urea content of the urine and a 
decrease in its bile-salt content. Particularly noted 
by the author was the fact that the urine secretion 
= to run almost parallel with the secretion of 

ile. 


By the findings reported herein it is Plainly 
indicated that in such cases the bile-salt content of 
the blood is increased. An increased content of 
cholesterin in the blood, together with « decrease 
in the bile-salt content of the bile, favors the forma. 
tion of gall-stones. Bile obtained at operation from 
cases of gall-stones, after having been examined 
chemically, was placed in test tubes, sealed, and 
allowed to stand for varying periods of time. Nor. 
mal bile was also studied. ‘The specimens of bile 
which were deficient in bile salt showed a deposit of 
cholesterin in the bottom of the tube. Normal 
bile remained free from cholesterin deposits. 

From these observations it appears to the author 
that in cases of gall-stones and obstructive jaundice 
there is a disturbance in bile-salt secretion and 
excretion manifested by an increase in bile sults in 
the urine and blood and a decrease in the bile-salt 
content of the bile. As a result of the deficiency in 
the bile-salt content of the bile, cholesterin tends to 
setile out of solution. If the condition is not reme- 
died early, gall-stones form the end-result of the 
physico-chemical disturbance. Therefore cases oj 
this character should be treated to restore the bile, 
urine, and blood to their noraml physico-chemical 
state. GeorceE E. Betsy, M.D. 


Cohen, H.: The Gall-Bladder Surgically Considered. 
N. York M. J. & Med. Rec., 1923, cxviii, 97. 


Gall-stones are found in 10 per cent of autopsies 
on adults but in 95 per cent of these cases they had 
caused no symptoms. The most constant symptom 
is pain in the gall-bladder region. 

The X-ray is often a source of error. A positive 
finding in 40 per cent of the cases is high. The duo- 
denal tube and bucket are of great assistance for 
aspiration and in the X-ray examination. Chemical 
examination of the blood is of value. A high choles- 
terin content may indicate stones. Palpation is 
important as it reveals rigidity and tenderness. A 
carefully taken history is essential. 

The author discusses the pathology in detail and 
cites cases to illustrate the different types. Inflam- 
mation may be absent in cases of stones, but more 
often is present. The gall-bladder may be distended 
below the umbilicus. In hydrops no bile is present. 
The gall-bladder may be so shrunken that it cannot 
be found. Adhesions uniting the gall-bladder to the 
surrounding organs may cause severe symptoms. 
Cancer is usually secondary. If it is primary, gall- 
stones are associated with it. Gall-stones may rup- 
ture into any of the surrounding organs. Pylephle- 
bitis is usually fatal. These cases nearly always have 
a leucopenia of about 4,000 and a high fever. Jaun- 
dice is not a contra-indication to operation. 

The majority of cases with indefinite symptoms 
and all postoperative cases are medical cases. Colic 
is the most common indication for operation. 

Hemorrhage and shock are not unusual in un- 
complicated cases. Stones may recur. Infection 0! 
the wound may cause postoperative hernia but this 
can be easily remedied by operation. 
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Gall-bladder conditions may be associated with 
other pathologic conditions, such as appendicitis 
and fibromyoma. The attacks of colic are frequently 
aggravated by pregnancy and may disappear at 
term. A cholecystectomy may be done without 
interrupting the pregnancy. Jaundice is as often 
due to a surgical as a medical condition. 

In uncomplicated cases the prognosis is as good 
as that of appendicitis. 

In conclusion the author states that when the 
diagnosis of gall-stones is established operation 
should be performed early to prevent serious com- 
plications. Marcus Hopart, M.D. 


Walzel-Wiesentreu, P.: Primary Closure of the 
Abdominal Wall in Operations on the Biliary 
Ducts, with Special Consideration of Simul- 
taneous Operations on the Stomach and Duo- 
denum (Ueber den primaeren Bauchdeckenver- 
schluss bei den Operationen an den Gallenwegen 
unter besonderer Beruecksichtigung gleichzeitiger 
Eingriffe am Magen und Zwoelffingerdarm). Arch. f. 
klin. Chir., 1922, CXX, 347. 


The usual technique for cholecystectomy and 
drainage of the common bile duct as practiced in 
von Ejiselsberg’s clinic is described. The author 
warns against the use of needle ligatures in the 
region of the cystic artery; in one case in which these 
were used an injury of the right branch of the 
hepatic artery was overlooked and led to a fatal 
secondary hemorrhage. The suturing of a flap of 
fat into the bed of a friable liver is found of value. 
A drain is always introduced next to the strip of 
gauze laid over the stump of the cystic duct or 
next to the drain of the common bile duct. 

During the last two years, operation was per- 
formed in 148 cases of disease of the biliary region. 
In 119, cholecystectomy was done alone, and in 
seventeen there were simultaneous operations on 
the stomach and duodenum. Of the 110 cases, six 
ended in death, four deaths being due to post- 
operative peritonitis, one to postoperative hzemor- 
thage, and one to embolism and pneumonia. These 
losses were due to tampon drainage, except in one 
case, in which choleperitoneum followed the re- 
moval of a so-called regenerated gall-bladder with 
primary closure of the abdomen. In all of the four 
cases the biliary peritonitis originated in the bed of 
the liver. The ligation on the cystic duct failed to 
hold. Rupture of subcapsular biliary ducts in 
enterogenous cholangitis must also be considered. 
Bile entered the abdominal cavity in a considerable 
number of cases even when the abdomen was closed 
primarily. Transplanted omentum gave good imper- 
meability. Probing of the common bile duct and 
choledochotomy have been done less frequently 
than formerly, but four transduodenal choledochot- 
omies were successful. Primary closure of the 
abdominal wall was done fifteen times with good 
final results. 

The advantages of primary closure are enumer- 
ated. The author examined the aspirated gall- 
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bladder contents during the operation, several por- 
tions of the last part of the gauze strip removed 
after several days, and the last part of the intro- 
duced drain. Even when the gall-bladder contents 
were infected, the moist strips were free from 
bacteria. Streptococci were cultured from strips 
removed on the ninth day only in one case in which 
a suppurating gall-bladder was removed. Strip 
drainage is therefore no longer used as a routine, 
but cases for primary closure are carefully selected. 
Of the seventeen cases in which a simultaneous 
gastro-intestinal operation was performed the gall- 
bladder was unexpectedly found diseased in four- 
teen. Primary closure was done in five, and strips 
and a drain were introduced in twelve cases. On 
the basis of the results in this series the author con- 
cludes that gastro-intestinal operations should not 
be complicated by cholecystectomy unnecessarily, 
but if a latent, diseased gall-bladder, changed by 
non-inflammatory conditions, must be extirpated, 
primary closure of the abdomen is indicated. If 
a seriously damaged gall-bladder must be extir- 
pated, a gastro-intestinal operation is dangerous 
if the anastomosing suture remains in contact with 
the drain (Billroth I). It is therefore advisable to 
use the Billroth II procedure and in addition to 
cover the layer of sutures in the serosa lying near 
the drain. Tension on the sutures used in the 
Billroth I technique is also sometimes dangerous. 
Primary closure of the abdomen is of value in 
simultaneous operations on the gastro-intestinal 
tract and gall-bladder. Scuwipt (Z). 


Morley, J.: Congenital Cyst of the Common Bile 
Duct: with Report of Two Cases. Brit. J. Surg., 
1923, X, 413- 

Congenital cyst of the common bile duct is a rare 
condition; Morley was able to collect only thirty- 
nine cases from the literature. To this number he 
adds two cases of his own. 

The anatomical picture is constant, consisting 
of cystic dilatation of the upper portion of the com- 
mon bile duct, which enlarges slowly and progres- 
sively much like a saccular aneurism. The hepatic 
and cystic ducts may open into the cyst separately. 
The intrapancreatic and intramural portions of the 
common duct are not involved in the cystic dilata- 
tion. Wherever investigated, the lower end of the 
common duct has been found patent and usually in 
the medial wall of the cyst. It would appear that 
distention of the cyst by bile causes valvular ob- 
struction in the common duct at the point where 
it is suddenly reduced to its normal caliber. Such 
an assumption would explain the jaundice which 
is so frequently associated with the condition and 
is often intermittent, a remission being associated 
with diminution in the size of the cyst. The saccular 
nature of the dilatation, with normal ducts above 
and below the sac, forms a striking contrast to the 
diffuse dilatation of the bile ducts seen as a second- 
ary result of gall-stone obstruction or compression 
of the common duct by a pancreatic tumor. 
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When first observed these cysts are usually about 
the size of a cocoanut. In the case reported by 
Morley there was marked obstruction of the third 
part of the duodenum by compression behind the 
superior mesenteric vessels, due to the downward 
thrust of the cyst on the small intestine and the root 
of the mesentery. Up to this point the duodenum 
was decidedly dilated, and beyond, it was contracted. 
The author believes that this duodenal ileus may 
account for the gastric distress recurring an hour or 
so after the ingestion of food. 

The gall-bladder has generally been found more 
or less empty, but sometimes contains sufficient 
bile to form a small palpable swelling immediately 
above the large cyst. 

The cyst wall varies in thickness; in some cases 
it is very thin while in others it is thick, tough, and 
opaque. In Morley’s case there was no mucous 
membrane lining and the wall was made up of 
dense fibrous tissue with a layer of endothelium 
on the outer surface where the peritoneum was at- 
tached. 

The condition first appears between the ages of 
14 and 20 years, but in two cases it was present at 
birth. Of the forty-one recorded cases, 88 per cent 
were those of females. Embryological development 
of the liver and bile ducts throws no light on the 
causative factors. Budde suggests that these cysts 
are due to pancreatic rests in the walls of the com- 
mon duct, the cells of which break down and thus 
originate the dilatation. There appears to be no 
evidence to warrant this conclusion. 

The clinical manifestations consist of attacks of 
abdominal pain associated with a tumor and usually 
some jaundice. The attacks recur at irregular in- 
tervals and vary from a sensation of fullness or 
acute indigestion about half an hour after eating 
to less frequent attacks of more severe colicky 
nature. 

The tumor varies greatly in size. It may become 
so large as to fill almost the entire abdomen with 
the exception of the right iliac fossa. The size may 
change from time to time, but tends to hecome 
gradually larger. 

Jaundice is present in most cases. In Morley’s 
case it was shown by only a slight tinging of the 
sclere for a short time. 

Two factors have combined to make the mor- 
tality very high. The first is delay of treatment 
until the patient cannot withstand a major opera- 
tion. The second is failure on the part of the operator 
to recognize the condition and to adopt the proper 
operative procedure. 

Temporary drainage of the cyst may be adopted 
as a palliative measure if the patient’s condition is 
critical. However, primary choledochoduodenos- 
tomy without drainage would appear to be the 
operation of choice whenever the patient’s con- 
dition permits. In cases demanding only tempor- 
ary drainage, duct-intestine anastomosis should be 
done as soon as possible. 

McMicken Hancuetrt, M.D. 
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Rous, P., and McMaster, P. D.: A Method for the 
Permanent Sterile Drainage of Intra-Abdo- 
minal Ducts as Applied to the Common Duct. 
J. Exper. Med., 1923, xxxvii, 11. 


The many attempts to maintain rubber tubes jn 
connection with the common ducts of animals to 
collect bile over considerable periods of time have 
been so uniformly unsuccessful as to warrant the 
belief that such tubes will always come away within 
a few days. In one of the authors’ recent cases, in 
which a longer portion of the tube than usual was 
left within the peritoneal cavity, the tube was found 
firmly fixed in place after a period of nearly two 
weeks and there was no sign of ascending infection 
with destruction of the duct wall next to the cannula 
such as had terminated previous observations. The 
tube was thinly but closely sheathed in omentum 
which met and joined the common duct, the entire 
collection apparatus being covered. Elsewhere in 
the peritoneal cavity there were no adhesions. 

Acting on the suggestion presented, the authors 
developed a method whereby the total bile can be 
collected in a sterile state day after day, certainly 
for a period of months and probably for years. Their 
experiments were performed on dogs. A long drain- 
age tube was inserted between the common duct and 
the opening in the abdominal wall. The tubes em- 
ployed were pliable near the cannula. Use was made 
also of a curved glass tube with the soft black rubber 
tubing connecting with the cannula on one limb, and 
a piece of duodenal tubing which was to pass through 
the abdominal wall on the other. 

By the method described bile was collected from 
seventeen dogs for periods ranging up to three 
months. 

The following conclusion is drawn: 

The sheath of omentum which forms about « long 
rubber tube left within the pertioneal cavity pro- 
vides such an efficient barrier to ascending infection 
that the tube can be employed for the permanent 
drainage of the common duct, whereas a short tube 
will come away after a few days. 

GeorceE E. Betsy, M.D. 


Mann, F. C., and Giordano, A. S.: The Bile Factor 
in Pancreatitis. Arch. Surg., 1923, vi, 1. 


The authors have investigated the bile factor in 
pancreatitis from two chief aspects, the anatomical 
and the experimental. 

Two anatomical mechanisms have been sug- 
gested whereby bile can be passed into the pan- 
creatic duct. One is based on the possibility that an 
obstruction could occur at the exit of the common 
bile duct so as to convert the two ducts into a con- 
tinuous channel. The relationship of the common 
bile duct to the pancreatic duct and their mode of 
entrance into the duodenum in man were studied in 
order to determine the percentage of instances In 
which there would be an anatomical basis for the 
hypothesis mentioned. The data proved conclusively 
that the number of instances in which the anatomical 
arrangement in the relationship of the two ducts 
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would permit bile to pass into the pancreatic duct 
is very small. The other possibility, that the 
sphincter at the duodenal end of the common bile 
duct could contract and convert the two ducts into 
a continuous channel, has also been investigated. 
The data show that in most instances in man the 
sphincter is located at a point where contraction 
will close both ducts and will not convert them into 
a continuous channel, but in a very small percentage 
of instances a small bundle of muscle fibers is found 
in a position where possibly it could convert the 
two ducts into a continuous channel. Therefore, 
while there is an anatomical basis for the possibility 
of converting the two ducts into a continuous chan- 
nel, either by mechanical obstruction or the action 
of asphincter muscle, the percentage of instances in 
which this could occur is very small. 

Three lines of investigation were followed: 

1. Experiments to estimate the possible pressure 
the existing physiological mechanism could exert to 
inject bile into the pancreatic duct. This pressure 
was found to be relatively low. 

2. Sterile bile was injected into the pancreatic 
duct at the maximum pressure that could occur in 
the common bile duct. This did not cause typical 
hemorrhagic pancreatitis, although definite damage 
of the pancreas sometimes occurred. 

3. The common bile duct of goats (a species in 
which the main pancreatic duct opens into the 
common bile duct) was ligated. This did not produce 
acute pancreatitis. 

The investigation has proved that there is an 
anatomical and physiological basis for the theory 
that reflux of bile may occur in the pancreatic duct. 
The evidence indicates that such a reflux may 
be the cause of chronic pancreatitis. The number 
of instances in which the necessary anatomical 
conditions are present for this occurrence is very 
small. The possibility of bringing into play a 
physiological mechanism which can infiltrate the 
pancreas with sterile bile to an extent to produce 
acute pancreatitis is questionable. Granted that the 
necessary anatomical, physiological, and pathological 
factors are present and that the reflux of sterile bile 
under such conditions causes pancreatitis, such a 
cause for the condition must be very rare, few 
cases being on record. 

A reflux of bile could not have been the cause in 
any of the cases of acute pancreatitis reported by 
the authors. Attention is called to the fact that 
any mechanism which will allow bile to pass into the 
pancreatic duct will also obstruct the flow of pan- 
creatic juice. Furthermore, bile has been found in 
the pancreatic duct in the absence of acute pan- 
creatitis. In all cases of pancreatitis the pathologist 
should examine the relationship of the two ducts to 
the duodenum and to each other to determine 
whether it is anatomically possible for bile to pass 
into the pancreatic duct. The data included in this 
article prove conclusively that we must look else- 
where for the explanation of the cause of most 
cases of pancreatitis. 
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Jones, D. F.: Acute Pancreatitis. Surg. Clin. N. Am., 
1922, li, 1125. 

Pancreatitis associated with infections of the 
biliary tract is an inflammation of the interstitial 
tissues due to infection. Frequently the infection 
is carried through the lymphatics of the biliary 
system. Acute pancreatic necrosis is a necrosis of 
the parenchymal cells due to retrojection of bile 
into the duct of Wirsung or of duodenal contents 
into the duct of Santorini. In the author’s opinion 
these may be two distinct diseases. Interstitial 
pancreatitis may be acute or chronic, but pancre- 
atic necrosis is always acute. Interstitial pancreati- 
tis tends to become cured whatever operation is 
performed. Pancreatic necrosis causes death in 70 
per cent of the cases. 

In 1856 Bernard caused acute pancreatic necro- 
sis by injecting bile and sweet oil into the pan- 
creatic duct. In 1901 Opie described a case of acute 
hemorrhagic pancreatitis in which a gall-stone was 
impacted in the papilla of Vater so that the com- 
mon duct was blocked and bile was regurgitated 
into the pancreatic duct. Opie found that the 
anatomical arrangement of the ducts favors this 
condition in thirty of roo persons, and Judd and 
Mann demonstrated such an arrangement in nine 
of 200 persons. Infected or changed bile will cause 
greater necrosis. Archibald showed that the 
sphincter of Oddi of the papilla of Vater will resist 
a pressure of 400 to 700 mm. of water. Judd and 
Mann found that the contraction of the gall-bladder 
adds a pressure of only 50 mm. of bile. The vio- 
lent muscular effort of retching increases the pres- 
sure in the biliary system to 500 and 1,000 mm. 
of bile. 

Pancreatitis has been found in 23.8 to 50 per 
cent of the cases of cholelithiasis. Gall-stones were 


, found in 50 per cent of forty-two cases of pan- 


— necrosis in the Massachusetts General Hos- 
pital. 

The author reviews fifty-six cases of pancreatic 
necrosis (forty-two from the Massachusetts General 
Hospital and fourteen of his own). : 

The condition is characterized by sudden severe 
epigastric pain associated with shock of greater or 
less intensity depending upon the extent of the 
lesion. After the first attack the pain may be felt 
also in the back. The patient becomes restless. 
Nausea and vomiting are persistent and obstipation 
is present. 

The pulse is 100 to 160; often too rapid and too 
small to count. The temperature is subnormal for 
the first few hours, but gradually rises to 100 
degrees F. The patient becomes cyanotic. The 
leucocyte count varies from normal to 15,000. 
The abdomen contains fluid and is very slightly 
tender all over. Definite localized tenderness 
extends from the gall-bladder region toward the 
left, at times being more marked to the left of the 
spine. There may be tenderness also in the left 
costovertebral angle due to involvement of the tail 
of the pancreas. 
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The results of various methods of treatment in 
the fifty-six cases of acute pancreatic necrosis are 
summarized as follows: 


3 
Operation 3 4 
4 
No drainage or drainage of ab- 
Ce Ae 14 10 4 12 86 
Drainage of pancreas including 
29 25 4 8 28 
Drainage of pancreas without 
Drainage of abscess alone........ 9 7 2 o| 00 
Drainage of biliary system....... 3 2 I 2 66 
Drainage of biliary system and 
3 2 I 3 | 100 
Total mortality not including 


The author reports five cases. In four, gall- 
stones were found. There was one death, that of a 
patient with a stone in the ampulla of Vater. In 
four cases the pain occurred after a heavy meal. In 
all of the cases the pancreas and the pancreatic 
capsule were drained through the gastrohepatic 
omentum; in addition, cholecystostomy and drain- 
age were done in two and cholecystectomy and 
drainage of the common duct in one. Operation 
relieved the pain at once. In some of the cases the 
pulse and temperature fell promptly. 

Drainage of the fatty pancreatic capsule or the 
pancreas gives the best results. The author advises 
operation under novocaine and gas anesthesia as 
soon as the patient’s condition will permit it. The 
ideal operation is drainage of the common duct, 
the fatty pancreatic capsule, and the pancreas. If 
the common duct cannot be drained easily, chole- 
cystostomy should be done. If the patient’s con- 
dition will allow only a slight operative procedure, 
drainage of the fatty pancreatic capsule alone 
should be done. Drainage through the left loin has 
not proved satisfactory. In acute hemorrhagic 
pancreatitis, in which the patient’s condition does 
not permit a prolonged operative procedure, chole- 
cystostomy is indicated. 

One patient who was operated upon seven years 
ago still wears a tube because of a discharge of clear 
fluid which possibly comes from a pancreatic cyst. 
The fluid is not pancreatic secretion. For the first 
time this patient’s urine now contains sugar. 

WALTER C. BurkeEt, M.D. 


Rigby, H. M.: Acute Hemorrhagic Pancreatitis: 
Round Worm in Pancreatic Duct. Brit. J. Surg., 
1923, X, 419. 

The author reports the case of a woman 30 years 
of age who was seized with sudden severe pain in 
the abdomen and back. The pain was especially 
intense in the lower abdomen. Vomiting occurred 
frequently and the bowels did not move for two 
days. When the patient was admitted to the hos- 
pital the following day her condition was grave. 
The pulse was 120, small, and irregular. Respira- 
tions were 30 to the minute, and the temperature 
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was 100 degrees F. There was no history of gastric 
or menstrual disturbance. The abdominal wall was 
rigid. Tenderness was most marked over the lower 
part of the abdomen. 

Operation revealed in the peritoneal cavity free 
fluid which was reddish and odorless. A second 
incision was made in the upper abdomen. Fat 
necrosis was seen and the pancreas was red, soft, 
and greatly swollen. Gauze tampons were passed 
down to the surface of the pancreas. The gall- 
bladder showed no disease. The patient died the 
next evening. At postmortem examination hemor- 
rhagic pancreatitis and a round worm wedged in the 
ducts of Wirsung and Santorini were found. The 
terminal inch of the duct of Wirsung was bile 
stained and there was some dilation of the com- 
mon duct. J. A. H. Macoun, M.D. 


Kraul, L.: Necrosis of the Pancreas: A Case of Total 
Sequestration (Ein Beitrag zur Kenntniss der 
Pankreasnekrose: Ein Fall totaler Sequestration). 
Wien. klin. Wchnschr., 1922, xxxv, 687. 


A man 46 years of age who had suffered for a long 
time with lumbago and cramping in the stomach 
ultimately developed stone colic and became jaun- 
diced. After a period of three months a fluctuating 
tumor the size of an infant’s head developed in the 
epigastrium. As there was also a high temperature, 
a diagnosis of abscess of the left lobe of the liver 
was made. 

At operation, a well-encapsulated retroperitoneal 
cyst containing a liter of odorless pus was removed 
from the pancreas. The pancreas showed num- 
erous sequestra throughout, measured 15 cm. in 
length, and ‘weighed 90 gm. The cyst contents 
included tryptic and diastatic ferments. The patient 
recovered. 

After the operation the assimilation of food was 


“aided by the administration of pancreas. Transient 


symptoms of hyperthyroidism (protrusion of the 
eyes, mydriasis, a tendency to attacks of perspira- 
tion, and tremor of the hands), which appeared 
during the early weeks of the after-treatment, were 
of interest. The question whether the sufficiency 
of the digestion should be attributed to a vicarious 
appearance of the heat function or to the remains 
of the pancreas is left unanswered. GrAuHAN (Z). 


Novis: Partial Obstruction of the Pancreatic Duct 
by Round Worms. Brit. J. Surg., 1923, x, 42!- 


The presence of worms in the pancreatic duct is 
rare. In eastern countries the author has found 
them free in the peritoneal cavity in cases of pet- 
foration of the intestines. In one instance obstruc- 
tion was caused by a bunch of fifty-nine worms. 
The following case is cited: 

The patient was a girl 12 years of age who, cight 
days before her admission to the hospital, was scized 
with severe colicky pain in the abdomen and 
vomited once. The severe symptoms then sub- 
sided but a dull pain in the epigastrium persisted. 
Similar attacks of pain occurred at irregular intervals. 
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On the patient’s admission to the hospital her 
general condition was good. At examination an 
indefinite tender swelling was found in the epigas- 
trium, and the overlying recti were somewhat rigid. 
The urine was normal. After observation for several 
days, during which time there were attacks of pain 
resembling renal or biliary colic, a laparotomy was 
performed. The stomach, gall-bladder, and bile 
passages were normal, but the pancreas was found 
greatly enlarged. An incision was made in the pan- 
creas {rom its head to its tail. When the pancreatic 
duct was opened a full-sized living round worm and 
a dead one were removed. The pancreatic incision 
was closed with interrupted sutures and the abdo- 
men closed around a cigarette drain passed down to 
the pancreas. Convalescence was uneventful. 

J. A. H. Macouwn, M.D. 


Grekow, I. I.: Surgery of the Pancreas. The Diag- 
nosis and Treatment of Primary Carcinoma 
of the Pancreas, Particularly of the Body and 
Tail of the Gland (Zur Chirurgie des Pankreas. 
Zur Diagnostik und Therapie des primaeren Pan- 
kreascarcinoms insbesondere des Koerpers und des 
Schwanzteiles der Druese). Westnik Chir.i pogran. 
oblastei, 1922, i, 13. 

The author has had three opportunities to operate 
on primary carcinoma of the pancreas. All of the 
three tumors were situated in the body (not in the 
head) of the gland. Every case was characterized 
by a palpable tumor and very severe, colicky pains 
in the epigastrium independent of the taking of food. 

Case 1. The patient was a man 55 years old who 
gave a history of pain for four months. An immobile, 
nodular, hard tumor was palpated in the epigas- 
trium. Chemical examination of the stomach con- 
tents was negative. Urinalysis showed 2 per cent 
sugar. Slight jaundice was present. A diagnosis of 
cancer of the pancreas was made. At operation 
the diagnosis was confirmed. The tumor was situated 
in the body of the gland and inoperable. Death 
occurred four and one-half weeks after the opera- 
tion. 

Case 2. The patient was a woman 58 years old 
who had had epigastric pain for two months and 
attacks of diarrhoea and vomiting. When seen by 
the author she showed pronounced cachexia but no 
jaundice. A hard, immobile tumor was palpated 
in the region of the stomach. The clinical diagnosis 
was carcinoma of the transverse colon. At explora- 
tory laparotomy an inoperable carcinoma of the 
pancreas was found. Death occurred from exhaus- 
tion one and one-half months later. 

Case 3 is particularly interesting because it was 
the first case in which pancreatectomy for carcinoma 
gave a successful result of long duration; the patient, 
"a woman of 39 years, is still living nine years after 
the operation. Treatment was sought because of 
pain in the epigastrium, of many years’ standing, 
which was attributed to an old peptic ulcer with peri- 
gastritis. In June, 1912, the author discovered a 
very mobile, hard tumor of rapid growth in the left 
hypochondrium. There was no glycosuria. The 
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patient was examined by Koerte, Bier, Israel, and 
Kuttner. The retroperitoneal site of the tumor 
was determined by means of the X-ray, and the 
diagnosis of tumor of the pancreas was made by ~ 
Koerte. 

On April 13, 1913, a laparotomy was performed 
by the author. A hard, nodular, mobile tumor, the 
size of two fists, was discovered behind the stom- 
ach. This growth had permeated the entire body 
and tail and part of the head of the pancreas. The 
ductus choledochus ran behind the gland and out- 
side it. After removal of the tumor a piece of the 
head of the pancreas 1 cm. long and 3 cm. wide 
remained. The duodenum was exposed in its entire 
periphery. The stump of the pancreas was sutured 
with a double row of sutures and covered with a free 
piece of omentum. The abdominal wound was 
closed around a small tampon, 

For a short time during the healing of the wound 
there were bloody stools, but thereafter recovery 
was good. The microscopic diagnosis was cylindri- 
cal-cell carcinoma. When the patient left the hos- 
pital on May 28 she was instructed to take a pan- 
creatic ferment. Without this preparation she al- 
ways experienced digestive disturbances, but when 
she continued to take it she was able to enjoy a mixed 
diet with no ill effects. 

Up to 1918 her condition remained good, but 
riding in a carriage or in a railway train caused 
severe pain in the upper abdomen. In November, 
1918, the author discovered a hard tumor, the size 
of a pea, in the left clavicle. Soon after this the 
patient left to make her home in Austria, where she 
is at the present time. The tumor of the clavicle, 
which has grown rapidly, is being treated with the 
roentgen rays. The latest report, dated June 4, 
1922, is fairly favorable as regards her general con- 
dition, and states that the tumor of the clavicle 
has somewhat decreased in size. The patient is 
not able to get along without the pancreatic medi- 
cation and occasionally experiences colicky abdom- 
inal pain. 

In a review of the literature on the diagnosis an:1 
treatment of primary cancer of the pancreas the 
author brings out the following important facts: 

The most constant symptom is severe pain in 
the epigastrium, calling to mind tabetic crises 
and termed by Dieulafoy ‘‘drame pancréatique’’ 
and by Schereschwesky ‘“‘annihilating pains.”’ 
Another characteristic is the hard, sometimes 
mobile, sometimes immobile epigastric tumor in 
which pulsating movements may often be recog- 
nized. Loss of function of the pancreas is not always 
found in cases of tumor of the body or tail of the 
gland; glycosuria is very inconstant. 

Operative treatment of tumors of the pancreas 
has not been very successful. According to Koerte 
(1920), the literature reports only sixteen resec- 
tions and extirpations of tumors of the pancreas 
with six operative cures. Koerte’s own case of 
cystadenoma of the pancreas remained cured for 
seven years after the extirpation. Prtrow (Z). 
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Carslaw, J., Kettle, E. H., and Dalziel, K.: Discus- 
sion on the Surgical Treatment of Non- 
Traumatic Affections of the Spleen. Brit. M. J., 
1922, li, 1204. 

CarRSLAW: In recent years the indications and 
technique of splenectomy have been so perfected 
that the mortality has been markedly reduced. 
The Mayo Clinic reports a mortality of 10 per 
cent. 

The real function of the spleen is still uncertain, 
although a great amount of experimental work has 
been done. It is agreed, however, that the spleen 
has some relation to the formation and destruction 
of blood cells, and that when it is removed, the liver 
and lymphatic glands apparently take over its func- 
tion of removing used-up red cells. It is believed 
also that in many infections the spleen exercises a 
phagocytic action. 

Splenomegaly occurs in infective fevers, septica- 
mia, protozoan infections, and a number of blood 
diseases which are probably of infective origin. In 
these cases splenectomy is not indicated. In perni- 
cious anemia the end-results of splenectomy are no 
better than those of medical treatment. Leukemia 
is not an indication for removal of the spleen. 
The best results are obtained by splenectomy in 
splenic anemia and certain types of acholuric jaun- 
dice. 

KettLe: The difficulty in understanding the 
pathology of the various types of splenomegaly lies 
in our ignorance of the true physiology of the spleen. 
It is known, however, that the spleen is neither 
functionally nor anatomically an entity such as the 
liver or kidney, but a constituent of a system or 
systems. 

The place of the spleen in both the hemato- 
poietic system and the reticulo-endothelial systems 
is well established. Except in pathologic conditions, 
the spleen ceases its blood-forming function at birth, 
but is active throughout life in removing senile or 
imperfect red blood cells. Probably its most im- 
portant function is its phagocytic action, in which 
work it is associated with the bone marrow and 
lymph nodes. Organisms carried to the spleen are 
engulfed and destroyed or are kept latent for a con- 
siderable length of time. 

Experimental work has been unsatisfactory. The 
only constant findings are that splenectomized 
animals show a secondary anemia and an increase in 
the polymorphonuclear leucocytes. 

The pathology of the spleen is also very little 
understood. The two conditions in which splenec- 
tomy seems to be definitely indicated are Banti’s 
disease and acholuric jaundice, but in some other 
types of splenomegaly in which the spleen may be a 
source of reinfection or cause considerable discom- 
fort because of its size the operation may be jus- 
tifiable even though the primary cause is not 
affected by it. 

DarzieEL: It is obvious that hemolytic jaundice 
and splenic anemia are materially benefited by re- 
movalof the spleen. Tumors, tuberculosis, and possi- 
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bly the malarial spleen require splenectomy. Spleno- 
megaly should be treated by removal of the spleen 
because of the discomfort it causes. 

The operation presents no great surgical ditficulty 
and is not attended by a greater mortality than is to 
be expected among asthenic patients. The post- 
operative diminution of the red cells and the jn- 
crease in the white cells is no greater than is to be 
expected after a major operation. Little shock has 
been noted, and the mortality to date has been nil. 
No doubt hemorrhage is to be feared, and the disten- 
tion of the veins in the gastrosplenic omentum may 
well cause alarm. A free incision along the inner 
border of the rectus is generally sufficient, but when 
the spleen is very large a second lateral incision along 
the course of the tenth rib is necessary for full ex. 
posure. 

After division of the costocolic membrane which 
supports the spleen, the vessels are controlled by 
means of a long clamp applied close to the tail of the 
pancreas. A second clamp close to the spleen pre- 
vents soiling of the peritoneum in the removal of 
the organ. Thereafter the vessels in the stump are 
ligated separately. Adhesions are apt to be trouble- 
some in cases of splenic anemia, but if the splenic 
arteries have been ligated they can be separated 
with the loss of very little blood if tampons are 
used as the separation progresses. 

I. E. M.D. 


Haggard, W. D.: Sarcoma of the Spleen. Surg. Clin. 
N. Am., 1922, ii, 1203. 

In the case reported the illness began six years 
ago with pain in the left side of the back. Though 
sharp, this pain was not severe at first and not 
associated with nausea or vomiting, but it grad- 
ually became more severe. Later it was low down 
in the left side of the abdomen and radiated up 
under the left costal margin. Two years ago the 
patient noticed a swelling in the upper part of the 
abdomen on the left side. She became pale and 
very weak, lost a great deal of weight, and com- 
plained of sharp, darting pains along the left 
costal margin and in the left lumbar region. 

The left upper quadrant and the left lumbar 
region were tender on pressure, and a movable mass 
was palpated in this region. The X-ray showed that 
the spleen was enlarged, its lower border being 2 or 
3 in. below the left costal margin. 

At operation, the spleen was exposed by a high 
left rectus incision. It was delivered with difficulty 
as it was adherent to the anterior and lateral 
abdominal wall over an area 5 in. in diameter. The 
pedicle was found to be in a semi-caseous condition 
and adherent to the fundus of the stomach. A 
small opening was made in the greater curvature of 
the stomach but was closed without leakage. he 
pathologic examination showed sarcoma. 

New growths of the spleen must be of the con- 
nective-tissue type. Sarcoma of the spleen is the 
only primary form of malignancy found. The reason 
lies in the fact that the spleen is an organ devoid of 
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lymphatic connections and the routes of malignant 
invasion are consequently confined to direct exten- 
sion or to the blood stream. 

Sarcoma may spring from one of three types of 
splenic tissue, the trabeculae or connective tissue, 
the splenic pulp, or the endothelial cells of the 
lymph spaces. According to Ewing, the character 
of the growth is modified to a certain extent by the 
type of tissue from which it grows. In other words, 
a sarcoma of connective-tissue origin is ordinarily 
a circumscribed growth within the spleen, but may 
be pedunculated, whereas in cases of lymphosar- 
coma, which grows from the pulp cells, the spleen 
is enlarged as a whole. A nodular spleen is found 
in cases of endothelial sarcoma. The first type is 
more or less benign, whereas the lymphosarcoma 
and endothelial sarcoma metastasize rapidly. 

Morris H. Kaun, M.D. 


MISCELLANEOUS 


Brady, L.: Mesenteric Vascular Occlusion. Arch. 
Surg., 1923, V1, 151. 

The author reports fourteen cases of mesenteric 
vascular occlusion. In eleven, there was intestinal 
infarction. In three cases, sufficient collateral 
circulation developed to prevent infarction. In 
thirteen, the superior mesenteric vessels were 
involved, and in one, the inferior mesenteric ves- 
sels. The mesenteric arteries were involved in four 
co-es, and the veins in eight. In two cases it was 
impossible to tell which were the cause of the in- 
farction. 

Occlusion of the mesenteric veins is always due to 
thrombosis, but occlusion of the arteries may be 
caused by embolism or thrombosis. 

The average age of the patients was 45 years. 
The oldest was 80, the youngest 24. Eight of the 
patients were men; six were women. Eleven were 
white, and three colored. 

In ten of the cases the following etiological factors 
were found: endocarditis with aortic insufficiency 
and stenosis, two; marked arteriosclerosis, two; 
cirrhosis of the liver, two; Raynaud’s disease, one; 
carcinoma of the pancreas with metastases, one; 
polycythemia, one; and partially strangulated in- 
guinal hernia with abscess, one. In four cases no 
cause for the thrombosis could be found. 

In all the cases there was a history of abdominal 
pain and vomiting, and on examination, abdominal 
tenderness and rigidity were found. At the end of 
twenty-four hours the temperature was at least 
102 degrees F. In most cases the leucocyte count 
was 20,000 and the pulse rate at least 120 per 
minute, even when the patient was seen twelve 
hours after the onset of symptoms. Constipation 
was present in all cases, but blood was found in 
the stools in only two. Great prostration was noted 
at the onset of the illness. 

In most cases the condition became rapidly worse, 
with increasing abdominal pain and rising tem- 
perature and leucocytosis. 


Clinically, the picture is indistinguishable from 
that of acute intestinal obstruction due to other 
causes than mesenteric thrombosis. 

At operation, the peritoneal cavity is usually 
found to contain a moderate amount of serosan- 
guinous or sanguinopurulent fluid. The infarcted 
intestine is moderately distended and purplish 
black. The involved mesentery is the same pur- 
plish black as the intestine. 

In intestinal infarction immediate laparotomy is 
the only method of treatment. The safest measure 
to adopt in all cases is resection of the bowel which 
is undoubtedly involved and the establishment of 
an artificial anus. 

In very desperate cases the procedure advocated 
by Mikulicz may be carried out. This consists in 
bringing all the gangrenous intestine out of the 
abdomen, fixing it parallel to the wound, perform- 
ing an enterostomy, and, at a later stage, dealing 
with the gangrenous intestine. 

Of the eleven cases of mesenteric vascular occlu- 
sion causing intestinal infarction, eight (72.5 per 
cent) proved fatal. SamueL Kaun, M.D. 


McIver, M. A.: Torsion of the Greater Omentum. 
Boston M. & S.J., 1923, clxxxviii, 65. 


Oberst first described torsion of the omentum in 
1882. One hundred and forty-seven cases have been 
reported. Corner and Pinches had fifty-three cases 
in which the omental torsion was entirely within 
the abdomen and forty-seven cases in which it was 
within a hernial sac or in both a hernial sac and the 
abdomen. Omental adhesions may be an etiological 
factor. 

The hernial type is diagnosed correctly more fre- 
quently than the abdominal type. Mclver reports a 
case of the abdominal type. The patient was a 
healthy man 28 years of age who, four days before 
he was examined, experienced epigastric fullness and 
discomfort, a condition somewhat relieved by sodium 
bicarbonate. The next day a sharp knife-like pain 
developed just to the right of the umbilicus. This 
pain did not radiate. There was no nausea or vomit- 
ing. The bowels moved daily. Ultimately the pain 
confined the patient to bed. 

At examination the abdomen was found distended 
and moved very little with respiration. Muscle 
spasm was more marked on the right side. An area 
of acute tenderness in the lower part of the upper 
right quadrant did not move with respiration. No 
mass was felt. The temperature was 102 degrees 
F., the pulse 128. The leucocytes numbered 13,800. 
A diagnosis of acute appendicitis was made. 

Operation through a right rectus incision revealed 
an area of gangrenous omentum measuring 7 by 10 
cm. which was strangulated by a twisted pedicle. 
The contiguous parietal peritoneum was inflamed. 
There were no adhesions. The remaining omentum 
and other abdominal structures were normal. The 
gangrenous omentum was resected. The patient 
made an uneventful and complete recovery. 

Watter C. Burkert, M.D. 
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Eastman, J. R.: A Safe Method for Drainage of 
Intra-Abdominal Abscesses. J. Indiana State M. 
Ass., 1923, xvi, 6. 

Eastman describes a method for the draining of 
deep-seated abdominal abscesses through a flank 
incision. 

The incision is made down to the peritoneum and 
the peritoneum is then carefully peeled off, a tract 
being thus made to the abscess outside of the peri- 
toneum. 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bloodgood, J. C.: The Diagnosis and Treatment of 
Bone Lesions: A Brief Summary of the Salient 
Features. Am. J. Roentgenol., 1923, x, 42. 


This article gives briefly the salient facts col- 
lected by the author from over 1,000 records of bone 
lesions. The review includes only cases of tuber- 
culous and pyogenic osteomyelitis which suggest a 
periosteal or central malignant lesion clinically and 
in the roentgenogram. 

With regard to the diagnosis from the roentgen 
standpoint stress is laid upon the importance of 
examining the corresponding bone as well as the 
diseased bone to avoid mistaking anomalies for 
disease. After injuries, roentgen examinations are 
valuable to show possible unsuspected fractures 
and to reveal a pre-existing osseous lesion. The 
roentgenogram is also a record for comparison if 
the trauma excites a benign or malignant pathologic 
process. When the roentgen examination reveals 
one lesion it is well to examine all the other bones 
to determine whether there are others. This may 
give valuable information in differentiating between 
primary sarcoma and such conditions as metastatic 
carcinoma, multiple myeloma, multiple bone cysts, 
and chondroma. The demonstration of multiple 
exostoses excludes malignancy. Roentgen exam- 
inations of the chest should be a routine procedure 
in cases of bone lesions in order that early metas- 
tases may be discovered. The discovery of pul- 
monary tuberculosis may be a suggestive aid in 
determining the nature of a doubtful bone lesion. 

Palpation gives considerable information. When 
the periosteal bone formation is distinctly bony, 
malignancy is improbable. When a soft-part tumor 
about the bone is palpated ‘and the roentgenogram 
shows it to be composed only partially of new peri- 
osteal bone, there is definite evidence that the lesion 
is periosteal or a soft-part lesion with secondary 
involvement of bone. 

Spindle-shaped periosteal growths surrounding 
the bone, which the older textbooks and literature 
stated were pathognomonic of sarcoma, the author 
has not found pathognomonic of this condition. 
Perforation and destruction of the bone shell is not 
indicative of malignancy. Calcified areas in the 
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If it is not thought advisable to open the abscess 
at this time, the tract is loosely packed with gauze 
and a tube inserted in contact with the abscess 
wall, dependence being placed on chemotaxis to 
cause rupture. 

If the abscess does not open spontaneously it may 
be opened safely after adhesions have been formed 
around the gauze by passing long dressing forceps 
into it, through the drainage tube. 

EpwIn R. M.D. 


soft parts outside the involved bone and a definite 
clear area between them and the bone are suggestive 
of tuberculosis and against sarcoma. 

The diagnosis of bone lesions from the roentgeno- 
gram alone is a grave mistake. The clinical history 
and other laboratory examinations, such as the 
Wassermann test, a complete blood examination, 
an examination of the urine for Bence-Jones bodies, 
and a search for foci of infection, are of great im- 
portance. 

When the roentgenogram shows an evident peri- 
osteal lesion and the Wassermann test is negative, 
at least one dose of intravenous salvarsan should be 
given. The author has had four cases in which this 
procedure resulted in rapid improvement and a 
permanent cure. 

As regards the localization of the lesion, certain 
generalizations are possible. In a recent study of all 
the central and periosteal lesions of the phalanges, 
a single example of a central sarcoma of a phalanx 
and no case of periosteal sarcoma was found. Of 
the central lesions of the lower end of the radius, 
go per cent are giant-cell tumors. Periosteal and 
central lesions of the metacarpal, metatarsal, and 
tarsal bones are very rarely malignant; up to the 
present time no lesion of a carpal bone not due to 
inflammation (usually tuberculous) has been found. 

If the roentgen examination shows a distinct 
central lesion with a definite bone shell and with or 
without fracture and no extra-osseous soft-part 
lesion, if palpation reveals nothing, and if the 
patient is under 15 years of age, it is very probable 
that the condition is a bone cyst. The next possi- 
bility is the giant-cell tumor, rarely a chondroma, 
and, in a very few instances, tuberculosis. Opera- 
tion is not indicated at once, especially when there 
is a pathologic fracture. The fracture usually cures 
the bone cyst, and subsequent roentgenograms will 
reveal rapid ossification, not only of the fracture, 
but also of the central area of destruction. When rapid 
ossification does not show, operation is indicated at 
once. Operation will hasten the healing of the bone 
cyst and is the best treatment for the giant-cell 
tumor or chondroma. When the roentgenogram 
shows no fracture, operation promises a more rapid 
and permanent ossification if the lesion proves to be 
a bone cyst and is the best treatment for the giant- 
cell tumor and chondroma. 
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If the patient is over 15 years of age and the 
roentgenogram shows a central lesion with a 
definite bony shell, with or without fracture, nothing 
is to be gained by delay; sarcoma cannot be excluded. 
The order of frequency of central bone lesions 
after the age of 15 years is as follows: benign giant- 
cell tumor; the recent and the old unhealed bone 
cyst; sarcoma; chondroma; myxoma. 

The author’s experience to date seems to show 
that roentgen and radium treatment cannot be 
expected to affect the pathologic process through a 
bone shell, and that radiation is employed largely 
for conditions in which it is neither necessary nor 
valuable. 

As regards the method of attacking the single 
central bone lesion, Bloodgood states that the pur- 
pose of operation should be to remove and destroy 
the pathologic tissue within the bone shell by a 
technique which will prevent, as far as possible, the 
implantation of tumor tissue into the soft parts. 
This is best done by thermal and chemical cauter- 
ization. If the lesion is probably sarcoma, the 
implantation of radium into the cavity and post- 
operative radium or roentgen treatment are advis- 
able. Immediate bone transplantation into large 
cavities has been unfavorable in the author’s 
experience except in bone cyst, but in this condition 
it is not necessary. 

A cure of central sarcoma is obtained after ampu- 
tation in less than 1o per cent of the cases. Because 
of this fact and because it is the rare central lesion 
and often difficult to differentiate from variants 
of the bone cyst and the giant-cell tumor, the treat- 
ment described seems justifiable when there is a 
central tumor of bone with an intact bone shell, 
even when the gross appearance at operation and the 
microscopic picture strongly suggest sarcoma. 

The problem of diagnosis and the plan of attack 
are essentially different in periosteal bone lesions 
as compared with central bone lesions. Age is of 
diagnostic significance. It is very difficult in many 
instances to distinguish the periosteal sarcoma 
with or without bone formation from the benign 
periosteal lesions with or without bone formation. 

Up to the present time the author has obtained 
only two permanent cures after amputation for 
periosteal sarcoma. Recently he has had two cases 
which reacted favorably to radium. In one, the 
improvement has continued for two years; in the 
other there has been a recurrence after eighteen 
months, but radium treatment is again causing 
improvement. Because of this experience Blood- 
good believes that every case should receive sal- 
varsan first, and then roentgen and radium treat- 
ment. If there is no improvement, amputation 
should not be done unless a microscopic diagnosis 
is made, except in cases of periosteal sarcoma in 
which a positive diagnosis from the roentgenogram 
is possible. 

Recent experience has demonstrated that the 
number of benign periosteal lesions of single bones 
resembling periosteal sarcoma in the roentgeno- 


gram and clinically is increasing. As cures of 
periosteal sarcomata are so infrequent even after 
amputation, and as the possibility of error is still 
great, amputation should be considered only when 
all other measures have failed. Especially in cases 
of traumatic and infectious ossifying periosteitis 
difficult to differentiate from sarcoma, there is 
always a possibility of spontaneous recovery. 
ApotpH Hartunec, M.D. 


Weglau: The Traumatic New Formation of Bone: 
Myositis Ossificans and Parosteal Bone Cysts 
(Ueber traumatische Knochenneubildung: Myositis 
ossificans und parostale Knochencysten). Beit. z. 
klin. Chir., 1922, Cxxvi, 432. 


On the basis of the findings in four cases the author 
attempted to determine: (1) whether the source of 
origin of the ossification is the periosteum or the 
muscle connective tissue, (2) what conditions favor 
the ossification, and (3) whether the final result 
is a true new formation, an inflammatory process, 
or a degeneration. 

In the first of the four cases there was a formation 
of bone within the muscle after a chemical injury 
due to salvarsan and an effusion of blood into the 
tissues. The injury did not affect the periosteum 
of the humerus in this case; at any rate, not so as 
to cause the penetration of small pieces of periosteum 
into the muscle. The matrix of the bone formation 
therefore must have been the muscle connective 
tissue which showed proliferative processes with 
degeneration of the fibers and transition stages to 
newly formed spongy bone. 

The second and third cases showed very advanced 
changes in close relationship to the bone processes. 
The fact that a considerable area of the femur was 
stripped of periosteum indicated that the periosteum 
was a factor in the new formation of bone. On the 
other hand, as the microscopic and macroscopic 
findings were very similar to those observed in the 
first case, the muscle connective tissue may have 
been in part responsible. 

The fourth case was similar to Cases 2 and 3. 
The striking feature in this instance was the fact 
that the ossification was found far from any normal 
bone and in the center of a peculiar germinal tissue. 
The origin of the latter might have been the muscle 
connective tissue. The periosteum and the muscle 
connective tissue were probably the bone-forming 
matrix. 

The main mass of bone in the last three cases 
was attached to the femur. In the fourth case 
the ossification originated in the granulation tissue. 
It is probable, therefore, that the new formation of 
bone proceeds more intensively and rapidly from 
the periosteum than from the connective tissue. In 
the process of ossification, cells with large vesicle- 
like nuclei are formed, and these, through the break- 
ing down of their protoplasm, unite to form slowly 
calcifying giant cells. 

In every case the exciting cause of the ossifica- 
tion was trauma—in the first case the unsuccessful 
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injection of salvarsan, and in the last three cases a 
severe blow. The fact that salvarsan may cause 
tissue necrosis is well known. In every case the 
effusion of blood is a favoring factor. The réle of 
such an effusion in the healing of fractures is also 
recognized. 

Proximity of the injured area to the large bones 
is undoubtedly an important factor, particularly if 
the periosteum is injured. Under such circum- 
stances irritation of the muscle connective tissue is 
established and makes possible the direct transporta- 
tion of calcium from the shaft of the bone into the 
nearby tissues. It must be assumed that there is 
undoubtedly also a predisposition to bone formation. 

The relatively rapid growth and the size of the 
bone tumors suggest a true new formation, but the 
process does not progress any further. On the basis 
of the roentgen-ray, the clinical, and the microscopic 
examinations it appears that traumatic myositis 
ossificans is an inflammatory reparative process in 
which, following an injury, metaplastic bone is 
formed from the muscle connective tissue as well as 
from the injured periosteum, in the presence of a 
predisposition and other favorable conditions. 

CREITE (Z). 


Bloodgood, J. C.: Bone Cysts (Osteitis Fibrosa): 
Variety—Polycystic Osteitis Fibrosa. J. Radiol., 
1923, iv, I. 

This article is largely a résumé of other articles on 
the same subject published previously. It covers 
the subject from the standpoint of direct and dif- 
ferential diagnosis and treatment. In addition, 
five cases are reported in detail which differ from 
the ordinary case of bone cyst in the gross and 
microscopic pictures of the inflammatory tissue 
filling the bone shell. 

Bone cysts are grouped by the author according 
to the age of onset, the number of bones involved, 
and the peculiarities of the clinical course. The 
clinical manifestations and roentgen findings are 
not pathognomonic. The gross findings encountered 
on opening the bone shell are classified into six 
main groups; most of these are not found in any 
other bone lesion, but the gross and microscopic 


findings in solid osteitis fibrosis have been mistaken 


for those of sarcoma. 

Brief mention is made of the healing of bone 
cysts brought about spontaneously by ossification 
after accidental fracture or without it, or after 
fracture or crushing caused purposely. The indica- 
tions for operation are mentioned; also the methods 
employed. The author has found radiation unneces- 
sary in the treatment of bone cyst and osteitis 
fibrosa. ApotpH HartuncG, M.D. 


Bloodgood, J. C.: Bone Diseases—Osteoporosis or 
Lipomasia from Fixation and Non-Use. J. 
Radiol., 1922, iii, 528. 

In a previous article upon the same subject pub- 
lished a short time ago the author recorded the 
findings noted comparatively soon after the develop- 
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ment of the condition caused by fixation and non-use. 
In this article attention is called to the persistence 
of changes long after the patient has been clinically 
well and there has been complete restoration of 
the function of the joint. Two cases are cited and 
roentgenograms are shown which were made eight 
years later than the roentgenograms shown in the 
previous article in the first case and four years later 
in the second case. The irregular markings of 
darker shadows suggest excessive new bone forma- 
tion, that is, the old area of osteoporosis has now 
become osteosclerosis, but the architecture of the 
involved area has not been restored to normal. 

From these findings the author concludes that the 
bone affected by diffuse osteoporosis due to non-use 
is not restored to normal when it heals. Cases of this 
kind have an important bearing on industrial and 
accident insurance and workman’s compensation for 
if a patient is examined with the X-ray because of 
recent pain or injury, pictures of the same kind 
may be revealed if there was a previous injury 
followed by a long period of non-use. Therefore 
the evidence of previous injuries, fixation dressings, 
and non-use should always be recorded. 

It is evident from these cases that there is a field 
for roentgen study of the changes in bone aiter 
contusion and after prolonged fixation and non-use. 
These studies should picture the bone not only soon 
after the injury, but also at intervals throughout a 
long period. Hartune, M.D. 


Glover, D. M.: Osteopsathyrosis: Report of a Case 
with Roentgenograms of Eleven Different 
Fractures in the Same Patient. Arch. Surg., 
1922, v, 464. 

The patient was a boy of 7 years who had a 
negative family history. He sustained multiple 
fractures of the long bones, and died following what 
was probably a fracture of the skull. Eleven 
fractures were demonstrated by the roentgen ray. 
and two other probable fractures were not found. 
All of the fractures were due to comparatively slight 
injury, and with the exception of those immediately 
preceding death, united readily. One of the early 
fractures showed excessive callus formation, and 
another, a small cyst-like rarefaction of the bone. 

The principal theories advanced as to the etiology 
of this condition are that the disease is an affection 
of some central organ (osteotrophic organ) which 
furnishes some substance necessary for the normal 
formation and nutrition of bone; that it is of nerv- 
ous origin; and that it is due to some disturbance 
of nutrition affecting the entire bone system during 
fetal life. 

Mention is made of the dark blue tint in the 
sclere which is ascribed to a deficiency of the sclerot- 
ic fibrous tissue allowing the pigments of the chor- 
oid to show through. ; 

The mortality of the fetal type of the condition 
is almost 100 per cent. When the second decade of 
life is reached the fractures are few, and after that 
time, the prognosis is fairly good. 
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The diagnosis is usually easy because there is no 
other congenital disease in which multiple fractures 
occur. Rickets and syphilis occasionally cause frac- 
tures in young children, but it is rare that more than 
two or three fractures occur in the same person as a 
result of these affections. 

The treatment recommended is care to prevent 
deformities and the administration of cod liver oil 
and phosphorus. Care to prevent fractures is the 
most important single factor in the treatment of 
osteopsathyrosis. Pure Lewin, M.D. 


Davis, G. G.: Osteosclerosis Fragilis Generalisata: 
Marmorknochen: Albers-Schoenberg Disease. 
Arch. Surg., 1922, V, 449- 

The author reports a very interesting case of bone 
pathology, the tenth case of the kind to be reported 
in any language and the first to be reported in 
English. 

The patient was a boy of 11 years who entered 
the hospital with a fracture of the right leg, the re- 
sult of a rather trivial injury. Previously he had 
had other fractures following slight trauma. The 
roentgen-ray study of the entire skeleton revealed a 
generalized abnormality of the bone structure 
characterized by marked, irregularly increased 
density of some portions of the bones and rare- 
faction in other areas. In the long bones, the 
tendency was toward marked narrowing of the 
medullary canals in the middle third, due to thick- 
ening of the cortex, the ends of the shaft presenting 
an expanded appearance and showing thinning of 
the cortex and a coarsely mottled effect due to 
increased density in the marrow cavity. The small 
bones, such as the vertebre, carpals, and tarsals, 
presented a generalized increased density with 
absence of bone structure. The epiphyseal lines were 
all present and normal in width, but had slightly 
irregular margins. The epiphyses showed a general 
increase of density with absence of bony structure, 
but appeared normal in size and outline. 

Par Lewin, M.D. 


Ghormley, R. K.: A Case of Congenital Osteo- 
sclerosis. Bull. Johns Hopkins Hosp., Balt., 1922, 
XXXIll, 444. 


A careful review of the literature failed to reveal 
a case in which the condition described was diag- 
nosed during life. Several cases reported were 
diagnosed at autopsy as osteosclerosis, the condi- 
tion being regarded as congenital in some and as 
associated with a disturbance of the blood-forming 
organs in others. 

The author gives the history and the findings of 
the physical examination in his own case and 
includes several illustrations. On first seeing the 
case in the dispensary, he regarded it as a be- 
ginning epiphyseal separation of the head of the 
left femur. Roentgenograms of the pelvis taken at 
that time showed a peculiar density of the bones. 
Several roentgenograms made later confirmed this 
finding. Roentgenograms of all the bones revealed 
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practically the same condition throughout the 
entire skeleton. In addition, the vertebral bodies 
showed marked density at both poles, there was 
thickening of the cortex of the ribs, the marrow 
cavity was apparently obliterated at certain points, 
and there was definite thickening of the cortex, 
especially in the distal portion, of the long bones, 
particularly the femora and humeri. The skull was 
thicker than normal. In both femoral necks, and 
especially in one, there seemed to be a breaking 
down of the bone just below the epiphysis, the latter 
structure being displaced inward and downward. 
The bones of the patient’s mother were shown 
by the X-ray to be normal, but the father’s bones 
were exactly like those of the child. 
Lewin, M.D. 


Cone, S. M.: The Pathology of Osteitis Deformans, 
Paget’s Disease. J. Bone & Joint Surg., 1922, n.s. 
iv, 751. 

The author gives a very complete description of 
the pathology of osteitis deformans, having had the 
opportunity to study the bones and the tissues of 
organs in a case whose clinical history had already 
been completely reported. 

Unfortunately, neither the pituitary gland nor 
the skull bones could be obtained, but otherwise 
the report is complete. This abstract will be con- 
fined chiefly to the bony pathology. 

The author concludes that osteitis deformans 
presents osteoporosis with disappearance of bone 
by lacunar absorption and chemical (vital fluid?) 
dissolution, accompanied by new formation of bone. 
In the case under discussion the new formation was 
not so marked as in the cases reported by others. 
The active process seemed to have been completed. 

There was evidence of breaking down of bone— 
that is, bending of trabecule crushing down on 
neighboring cancelli, obliterating some canals and 
assisting in the formation of others. 

There was marked vascular degeneration with 
varicose vessels, thrombosis, congestion, leakage 
with cedema, and minute hemorrhages. The sur- 
rounding tissues were modified to a certain extent 
as evidenced by changes in vessels, nerves, muscles, 
and tendons. It is suggested that this was due to 
bone absorption throwing them in contact with 
unaccustomed (unusual) neighboring material. In 
the case of muscle attachments the distortion and 
microscopic changes were especially marked. 

In certain areas the bone itself showed reversion 
to a fibrous type; there was a metaplasia to myxom- 
atous tissue, and the marrow was myxomatous, 
fibrous, or cellular, the bone cells taking part in the 
process. In some of the bones there was what 
appeared to be a reversion of marrow to the embry- 
onic type showing small and large round cells, 
megalokaryocytes, and normoblasts. Possibly this 
was compensatory. The bone-cell multiplication 
was an essential part of the disease. 

The pathologic changes varied in the different 
bones and in various parts of the same bone. 
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There was evidence of analogous conditions to 
bone in the organs, tissues, and nerves. This was 
most evident in the tendency to overgrowth-cell 
multiplication. The circulation had been erratic 
for years, with intermittent compensation and the 
reverse, the bones, organs, and soft parts being 
correspondingly affected. The changes involved 
corresponded to those found in chronic inflamma- 
tion or in resolution of acute inflammation where 
repair is the most important factor. 

The author believes that in this condition there 
is a primary blood-vessel pathology similar to that 
in hereditary or acquired syphilis, with accompany- 
ing bone changes such as are found on a small scale in 
chronic passive congestion and infections of a chronic 
character. It is not at all improbable that malaria, 
typhoid, influenza, erysipelas, or parasites may 
produce such vascular lesions with local and general 
osteitis deformans. 

The article is supplemented by a complete bibli- 
ography and an excellent discussion by Morrison 
and Myers. Puitie Lewin, M.D. 


White, E. P. C.: Osteitis Deformans in Monkeys. 
Arch. Int. Med., 1922, xxx, 790. 


The author reports three very interesting cases 
of osteitis deformans found among 6,570 consecu- 
tive postmortem examinations in the laboratory of 
the Philadelphia Zoological Society. These were 
the cases of three monkeys, a red woolly monkey, a 
black spider monkey, and a brown cebus monkey. 
The pathologic reports are given in detail. The 
cases are of interest because: 

1. They are typical of Paget’s disease as it has 
been found in man. 

2. They show the same general type of inorganic 
metabolism as that exhibited in man. 

3. Alkali hunger was shown by one of the mon- 
keys and in two clinical cases before the develop- 
ment of the deformity and disappeared after the 
deformity was established. 

4. The disease developed in animals fed on a diet 
insufficient in its inorganic and vitamin content, 
to which an excess of calcium was added. 

From his study White concludes that Paget’s 
disease may be merely one stage of a deficiency dis- 
ease; that it may be a reparative response through: 
(1) a disordered neurotrophic mechanism, (2) per- 
version of the calcium-governing glands which have 
been disturbed by an improperly balanced diet, or 
(3) the addition of an excess of calcium to the diet 
of an animal whose body fluids are unable to hold it 
in solution because of a faulty diet or other factors. 

Lewin, M.D. 


Frieberg, A. H.: Osteochondritis Dissecans. J. 
Bone & Joint Surg., 1923, XXi, 3. 


The author reviews the literature and reports 
four cases of osteochondritis dissecans of the knee 
and one case in which the elbow was involved. 
While for the present, at least, this interesting con- 
dition must be considered a result of trauma, 
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Frieberg believes it is only an indirect result. He 
suggests that it is brought about through the coin. 
cidence of several factors: the terminal arterioles 
present in the end of the femur may be injured by 
an abnormally long tibial spine when the knee js jn 
a position of flexion and the tibia is rotated out. 
wardly. Frieberg found by examination of cadavers 
that when the knee is flexed and the tibia rotated 
outward even a normal tibial spine may be made to 
impinge on the posterior crucial ligament. Ii either 
tubercle of the tibial spine is abnormally long, it js 
conceivable that impingement might take place 
with sufficient force to cause a vascular injury result- 
ing in the death and separation of the portion of bone 
involved. The author draws attention to the fact 
that in one case, as in a case reported by him in 1910, 
the opposite knee became affected later. 

The treatment is arthrotomy with the removal of 
all loose bodies. An X-ray examination should be 
made of every joint lesion of subacute or chronic 
character, as by this means a diagnosis can be made 
before locking has occurred or a loose body has been 
felt at a point distant from its bed. Experience has 
shown that loose bodies are for a time attached by 
a pedicle and operation may then be performed 
through a comparatively small opening. When the 
bodies have wandered from the site of their forma- 
tion the procedure is more difficult. 

S. C. WoLpENBERG, M.D. 


Winslow, N.: Suppurative Osteomyelitis Due to the 
Colon Bacillus. Ann. Surg., 1922, Ixxvi, 695. 


This report of a case is particularly interesting 
as it deals with a comparatively rare condition. 
Winslow also reviews six other cases of osteomyelitis. 
In one, the condition followed a gunshot fracture 
of the tibia and therefore did not represent the 
ordinary type of osteomyelitis. As in five cases 
there had been a previous attack of what seemed to 
be typhoid fever, it is possible that the organisms 
recovered might have been those responsible for the 
typhoid-like illness, since both of these organisms 
belong to the same family group. 

All age groups were represented. The structures 
involved were the femur and the costal cartilages 
in three cases each. In two cases there was a mixed 
infection and both of these patients died. 

Winslow’s case began as a typical attack of 
osteomyelitis, an abscess developing, rupturing 
spontaneously, and apparently healing before the 
patient was admitted to the hospital. From the 
drainage incision there escaped a large amount of 
foul-smelling, thick, yellowish pus from which the 
colon bacillus was recovered. Winslow does not 
believe there was any connection between the attack 
of typhoid fever twenty years before and the 
osteomyelitis. Dennis W. Crite, M.D. 


Thompson, J. E.: Tumors of Bone. Surg. Clin. Y. 
Am., 1922, ii, 1403. 


The author mentions the recent advances in the 
study of tumors of bone, and states that the majority 
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of museum specimens labeled “giant-cell sarcoma” 
are now known to be benign giant-cell tumors. 

Paget, in 1854, described very clearly a group of 
central tumors of bone which he called ‘myeloid 
tumors,” and regarding which he said, “they are 
not apt to recur after complete removal, nor have 
they, in general, any features of malignant disease.” 

Thompson reports three cases of myeloma, or 
benign giant-cell tumor. In one, amputation was 
done. The other two were treated by curetting. 
The author believes that the amputation was 
unnecessary, and.that amputation is done too fre- 
quently in such cases on the erroneous diagnosis of 
malignancy. 

Another case reported was a case of very malig- 
nant osteogenetic sarcoma of the femur. Amputa- 
tion was done below the trochanters. Six years 
after the operation the patient reported perfect 
health. 

The cellular elements from which osteogenetic 
sarcomata may arise are present in the periosteum, 
in the bone, and to a less degree, in the marrow 
cavity. Round-celled sarcomata of a very malig- 
nant type may arise from the lymphocytic cells in 
the marrow, and frequently make their appearance 
in several bones simultaneously. 

Dantet H. Levintuat, M.D. 


Bloodgood, J. C.: Bone Tumors, Metastasis to the 
Lungs from a Pure Myxoma. Ann. Surg., 1923, 
Ixxvii, 106. 

Two cases reported by Bloodgood establish fairly 
definitely the fact that pure myxomata may give 
rise to metastasis as well as to local recurrence. 

In the first case the metastasis to the lung ap- 
peared about ten years after the first operation, and 
in the second, four and one-half years afterward, 
which is late as compared with the metastasis of 
true sarcoma of bone. In Bloodgood’s opinion there 
is a pure myxoma of bone with a distinct gross and 
microscopic appearance. Grossly viscid, gelatinous 
tapioca-like material, which may be blood-stained, 
exudes under pressure from the bone capsule of the 
tumor. 

Microscopically, frozen sections are more charac- 
teristic than those made after long hardening. The 
pure myxoma is rare. Frequently the tumor is 
mixed with cartilage, but more often with sarcoma. 
Qsteitis fibrosa and pure chondroma have been 
diagnosed as myxoma or myxochondroma. Osteitis 
fibrosa is distinctly benign, while pure chondroma 
recurs only when improperly or incompletely re- 
moved. There is nothing characteristic in the clini- 
cal or X-ray picture of either the periosteal or the 
central lesion. Therefore if an exploratory incision 
is made for diagnosis, the possibility of myxoma 
should always be borne in mind and the electric 
cautery and chemical cauterization with pure car- 
bolic acid followed by alcohol and a 50 per cent solu- 
tion of zinc chloride should be employed to prevent 
transplantation of the tumor tissue. 

S. M.D. 


Hansen, O. S.: Multiple Myeloma. J. Am. M. Ass., 
1922, Ixxix, 2059. 

The author reports seven cases of multiple mye- 
loma, four in men and three in women. The average 
age at onset was 35 years. The duration of symp- 
toms from their onset to death ranged from three to 
twelve months, the average being seven and one- 
half months. 

Bence-Jones protein was found in the urine of 
only one of the seven cases after many tests had been 
negative. In several the diagnosis was not made 
before autopsy. The author believes that multiple 
myeloma should be suspected in cases of backache 
or pain in the bones which cannot be explained 
satisfactorily otherwise. 

The test for Bence-Jones protein should be re- 
peated as the absence of this protein does not speak 
against a diagnosis of myeloma. 

Lewin, M.D. 


Brown, K. P.: A Case of Solitary Cyst in the Hu- 
merus. Edinburgh M. J., 1922, n.s. xxix, 306. 


The case reported was that of a woman 28 years 
of age who was admitted to the hospital with a 
fracture of the lower end of the humerus. A few 
weeks after a cold in October, 1921, the patient had 
complained of an ache which radiated from the 
elbow to the shoulder and occurred at irregular 
intervals. About June, 1922, she felt her left arm 
crack while hanging up clothes. The Wassermann 
test was negative. 

Examination of the left arm revealed a hard, 
smooth fusiform swelling 252 in. in length at the 
lower third of the humerus. No cracking could be 
elicited. The X-ray revealed a cystic area in the 
center of the bone with partial destruction of the 
compact bone and a fracture through this weakened 
area. Roentgenograms of the right humerus, the 
femora, and the tibia were negative. 

The cyst contents were curetted and the bony 
wall surrounding the cavity left smooth. 

Microscopic examination of the cyst contents re- 
vealed many bony spicules surrounded by ceiliuiar 
fibrous tissue. A small area of hyaline cartilage was 
also seen. 

Bone cysts are related to osteitis fibrosa. They 
occur most frequently in the humerus, tibia, and 
femur, usually near the epiphyseal cartilage. The 
lower end of the humerus is rarely involved. The 
etiology is obscure. 

The diagnosis is based upon the history, micro- 
scopic examination, and roentgenogram. 

Joun Mitcuett, M.D. 


Stewart, M. J.: A Large Myeloid Sarcoma of the 
Radius in Which the Tumor Is White Through- 
out. Brit. J. Surg., 1923, X, 322. 


Myeloid sarcomata are generally of a maroon 
color. This may be prevalent throughout the whole 
tumor or affect only part of it. The red areas con- 
tain numerous multinucleated giant cells and red 
blood corpuscles, or hemorrhagic extravasations. 
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Some of the white portions are highly cellular, 
actively proliferating myeloid tissue with a large 
number of giant cells. 

Paget describes myeloid sarcoma in these words: 
“On section, the cut surfaces appear smooth, uni- 
form, compact, shining, succulent, with a yellowish, 
not a creamy fluid. A peculiar appearance is com- 
monly given to these tumors by the cut surface 
presenting blotches of dark or livid crimson, or of a 
brownish or a brighter blood-color, or of a pale pink, 
or of all these tints mingled, on the grayish-white 
or greenish color basis. This is the character by 
which, I think, they may best be recognized with 
the naked eye, though there are diversities in the 
extent, and even in the existence, of the blotching. 
The tumor may be all pale, or have only a few points 
of ruddy blotching, or the cut surface may be nearly 
all suffused, or even the whole substance may have 
a dull modena or crimson tinge, like the ruddy color 
of a heart or that of the parenchyma of a spleen.” 


The author reports the case of a girl 6 years of — 


age who had had a swelling of the distal half of the 
left forearm for three years. During the last three 
months the growth of the tumor had been rapid. 
No history of injury was obtained. The tumor 
seemed to spring from the radius. It was firm, reg- 
ular, and not tender. X-ray examination showed 
its site to be the distal half of the radial diaphysis. 
The central part contained no bone. The part 
excised for study was white and contained numerous 
osteoclast-like giant cells. The surrounding muscle 
and other soft parts had been invaded. 

Amputation was done. The axillary glands were 
not touched as the patient suffered severe shock. 
When she was discharged from the hospital no 
axillary glands were palpable. 

The microscopic structure of the specimen was 
that of a typical myeloid sarcoma. The prepon- 
derating tissue had a mixed and spindle-cell ground- 
work with many multinucleated giant cells of the 
osteoclast type. There were many areas of acellular 
tissue. 

Whether they are endosteal or periosteal, sar- 
comata of bone which are white are almost invari- 
ably highly malignant. The presence of enlarged 
axillary glands on the same side as the tumor sug- 
gests malignancy, but so far no conclusive evidence 
has been produced to show that the enlargement is 
due to metastatic deposits. The author suggests 
that it is caused by the absorption of blood and the 
disintegration products of the tumor by the lymph- 
atics. Joun MitcHe.t. M.D. 


Jean, G.: Brachydactylia Due to Congenital Short- 
ening of the Metacarpals (Brachydactilies par 
raccourcissement congénital des métacarpiens). Rev. 
d’orthop., 1922, 38, XXiX, 535. 

Congenital shortening of the metacarpals is a 
rare malformation. The first cases were reported 
by Sandifort in 1778. Jean reports the case of a man 
20 years of age who had shortening of the right 
hand, and whose father and brother showed a 
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similar malformation. The patient’s third finger 
was much shorter than the others, but was not 
atrophied. The X-ray revealed absence of the dis. 
tal part of the fifth metacarpal and fusion of the 
rest of it with the fourth metacarpal. The fourth 
metacarpal was of normal length but its diaphysis 
was thinned and curved slightly inward and its 
head much smaller than that of the second and third 
metacarpals. There were no malformations of the 
carpals or the forearm and no other anomalies. 

Brachydactylia is usually observed in the first 
and fifth metacarpals. Generally the shortening is 
at the expense of the distal part of the bone. Synos- 
toses and syndactylia are common; both are shown 
by the X-ray. 

The pathogenesis of shortening of the metacarpal 
must be sought in the mode of vascularization of 
these bones. Ossification of the metacarpals does not 
occur until the eighteenth month of life, and mal- 
formation may result if the circulation is deficient. 
The finger has its own independent vascularization. 
The fact that such malformations are more common 
in the first and fifth fingers may be explained by 
the evolution of these bones. Probably also certain 
phylogenetic factors such as amniotic compression 
and embryonic infection are responsible. 

W. A. BRENNAN. 


Henderson, M. S.: Chronic Non-Inflammatory Le- 
sions of the Knee Joint. Arch. Surg., 1923, vi, 118. 


For the convenience of the surgeon, the knee joint 
may be divided into an antero-superior compart- 
ment (the suprapatellar pouch), an antero-inferior 
compartment, and a posterior compartment, each of 
which may be subdivided into internal and external 
sections. 

Sprains. Sprains of the knee joint are not uncom- 
mon. The internal lateral ligament is most often 
involved. The differentiation between damage of 
the internal semilunar cartilage and sprain of this 
ligament is not always easy, but in cases of sprain 
locking does not occur and there is usually a full 
range of passive motion. Rest in the position of 
extension followed by baking and massage usually 
gives relief. If pain and tenderness persist, raising 
the inner side of the sole and heel often relieves by 
removing the strain from the internal ligament. | 

Ruptures of the crucial ligaments. This condition 
is rare. If the anterior crucial ligament is torn, 
hyperextension of the knee is permitted and the 
femur slides backward on the tibia or the tibia slides 
forward on the femur. When the posterior crucial 
ligament is torn, the femur may be pushed forward 
on the tibia or the tibia pushed backward on the 
femur. Treatment by the application of a plaster of 
Paris cast with the leg slightly flexed often results in 
excellent function. 

Intra-articular fractures. Severe direct trauma 
may cause these fractures. Little can be done in such 
cases without arthrodesis, which most patients will 
not permit. Prolonged fixation in a cast or splint 1s 
apt to leave a stiff joint. Early motion is essential, 
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and may be carried out under extension with a modi- 
fed Thomas splint. 

Recurring dislocations of the patella. The patella 
always becomes dislocated outward. Many satis- 
factory operations have been devised. The author 
reefs the inner capsule and overlaps it broadly after 
lengthening the outer capsule. The condition is 
more common in women than in men, and there is a 
familial tendency. 

Old ununited fractures of the patella. Treatment is 
dificult. The object is to obtain approximation of 
the fragments without tension, and then bony union. 
The author makes a long, straight incision in the 
middle line, exposes the fragments, and freshens the 
ends of the fragments until good bone is reached. 
Beef-bone screws have proved satisfactory to hold 
the fragments in coaptation. In the after-care, slight 
passive motion is begun in about four weeks, and 
soon thereafter slight active motion is encouraged. 

Intrinsic mechanical derangement of the knee joint. 
The semilunar cartilages are the most common cause 
of mechanical derangement. The chief offender is the 
internal semilunar cartilage. The most common tear 
of this cartilage seen in the Mayo Clinic is the so- 
called “‘bucket-handle” type. Because of its loose 
attachment, the external semilunar cartilage is 
less often caught; when it is caught, however, it is 
more apt to be detached at its periphery and crum- 
pled rather than torn. 

A primary locking of the knee should not be oper- 
ated on, but should be reduced by applying pressure 
over the anterior aspect of the internal semilunar 
cartilage and rapidly extending the knee. When 
lockings are frequent, surgery is necessary. The 
antero-internal incision is the incision of choice for 
the removal of the internal meniscus. 

Another cause of mechanical derangement is the 
presence of osteocartilaginous loose bodies which 
cause locking by becoming caught between the joint 
surfaces. Their formation is due to osteochondritis 
dissecans, hypertrophic arthritis, or osteochondro- 
matosis. In osteochondritis dissecans there are rare- 
ly more than one or two bodies, which arise from the 
internal condyle of the femur. In hypertrophic 
arthritis loose bodies may be formed by the breaking 
off of osteophytic growths. In osteochondromatosis, 
osteocartilaginous bodies are formed from the syno- 
vial membrane and may be very numerous. Re- 
moval of such foreign bodies is indicated. The split- 
patella incision is the incision of choice for the re- 
moval of bodies found in the anterior compartment, 
while posterior lateral incisions are those most use- 
ful when the bodies are in the posterior compartment. 


Martin, W.: Sciatic Neuritis and Its Relation to 
Flat-Foot. Am. Med., 1922, xxviii, 692. 


Inflammation of the sciatic nerve may involve the 
Perineural tissues or the nerve trunk. Neuritis of 
the trunk is not so common as the less severe type. 
Perineuritis is of shorter duration and more amen- 
able to treatment than neuritis of the nerve trunk. 
An inflammatory exudate thrown out is deposited 
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in the sheath itself, but soon involves other tissues. 
Organization of this exudate results in pressure which 
in turn interferes with the nutrition of the nerve 
cells. Loss of motion or sensation or both, and loss of 
muscular strength or atrophy may result. 

Limitation of motion is the first severe effect of 
the adhesions caused by the exudate. In the inter- 
stitial form of neuritis, pain is severe and cell nutri- 
tion soon disturbed. 

At the lower third of the thigh the sciatic nerve 
divides into the external and internal popliteals 
which are continued through the tibials to the foot. 
Inflammatory conditions involving the tissues 
along the tendon of Achilles will influence the relative 
position of the astragalus to the other bones of the 
foot, causing marked rotation or other misaline- 
ment of the heel due to tenseness or laxity of the 
tissues. It will also cut off the nutrition of the 
nerves. The author cites a case of flat-foot resulting 
from sciatic neuritis secondary to tooth infection. 

In such a case the source of the infection must be 
eliminated before the flat-foot can be treated success- 
fully. For good results the treatment must include 
both orthopedic and electrotherapeutic nm asures. 

The author uses the static wave to express exudate 
from the tissues. This has also a sedative effect 
upon the inflamed nerve and a toning action on the 
nerve cells. Relief from exudate pressure lessens the 
danger of atrophy. 

When the nerve becomes less sensitive, the slow 
sinusoidal current is employed to restore the tone of 
the muscles and ligaments. Mitcuett, M.D. 


Moffat, B. W.: Isolated Disease of the Scaphoid. 
J. Am. M. Ass., 1923, \xxx, 87. 


Forty-two cases of isolated disease of the scaphoid 
have been reported since the first case described by 
Koehler in 1908. The disease has been mistaken 
for tuberculosis, but tuberculosis has not been 
demonstrated and the course and final outcome are 
not the same. The pathology is unknown. 

Etiological factors suggested are osteomyelitis, 
tuberculosis, syphilis, vascular change, trauma, and 
endocrine disturbance. As a rule the Wassermann 
reaction is negative, but in one case reported the 
teeth were notched and the child’s mother had a 
4+ reaction. Trauma may injure the ossification 
center or tear off the nutrient vessels. 

The clinical symptoms are a slight limp and dis- 
comfort or mild pain in the scaphoid region. The 
scaphoid is enlarged and tender but an abscess never 
forms. 

The treatment is immobilization for three to ten 
weeks. The prognosis is excellent. 

Case 1. The patient was a child 7 years of age. 
Limping began two weeks before he was examined 
by the author. There was no history of trauma. 
The family and personal histories were negative. 
Pain occurred only at night. A prominence over the 
scaphoid and tenderness on pressure were noted. 
The feet were markedly pronated. Immobilization 
for about six weeks caused disappearance of the 
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tenderness in the scaphoid. There was no recurrence 
up to two weeks later. 

Case 2. The patient was a child 6 years of age 
who limped and complained of slight pain. The 
foot had been run over by a truck about three 
months previously. This accident had caused 
disability for only four days. When the patient 
was examined by the author the foot was abducted 
and pronated and the scaphoid prominent and 
tender. The roentgenogram made just after the 
accident was negative, but when the patient came 
for treatment for the limp and pain the X-ray 
showed typical isolated disease of the scaphoid. A 
cure was effected by immobilization in a cast for 
about six weeks. 

Case 3. A child 7 years of age suffered an injury 
to his foot in July which disabled him for four days. 
A roentgenogram made in December showed 
Koehler’s disease of the scaphoid. A cure was 
obtained after immobilization in a cast for a month. 

Case 4. This case was that of a child 7 years of 
age who had had a swelling and limp in the right foot 
for two months. The foot had not been injured. 
Tenderness was present in the tarsus. A fluctuating 
mass appeared on the dorsum, broke, and dis- 
charged for several months. Necrotic bone was 
curetted from the cuneiforms and scaphoid and 
from the left elbow. The condition improved under 
arsphenamin treatment. 

In the author’s opinion the disease is caused by 
injury causing hypertrophy of the scaphoid which, 
being cartilaginous up to the fourth year of age, 
becomes compressed, the soft, newly formed osseous 
portion spreading out laterally. 

A. Crark, M.D. 


FRACTURES AND DISLOCATIONS 


Young, A.: A Five-Year Survey of the Routine 
Treatment of Fractures by Operative Methods. 
Brit. M. J., 1922, ii, 1209. 

During the period of five years from May 1, 
1917, to May 1, 1922, Young treated 693 cases of 
fracture. General anesthesia was induced in 459 
cases. Open operations were performed in 272 cases 
(39.25 per cent), and direct fixation was employed in 
103 cases (37.86 per cent). Wiring was done in 
twenty-one cases, pinning or nailing in twenty- 
eight cases, plating in forty-eight, and fixation by 
screws in two. A pin and plate were used together in 
two cases and a ring plate was employed in one. 

The fractures included fractures of the lower jaw, 
clavicle, humerus, olecranon, radius, ulna, meta- 
carpal phalanges, femur, patella, tibia, and meta- 
tarsus. . 

The use of wire in the fixation of fractures has 
fallen somewhat into disfavor chiefly because for a 
long time silver wire was employed which was not 
strong enough to hold the fragments in the fixed 
position and snapped short at the twist point. 
The author uses thin brass wire which is stronger 
than silver wire of the same thickness and resists the 
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action of the tissues for as long as necessary. This 
wire is sterilized in the usual manner and just before 
it is introduced is passed through the flame of ay 
aicohol lamp to make it more pliable. 

In fractures of the radiohumeral joint it is pos. 
sible to accomplish all that is desired through the 
opened joint. The fragments are adjusted, a fine 
spring pin is introduced, and the wound completely 
closed without drainage. The limb is then put up in 
a flexed position in a light plaster cast for two or 
three weeks. 

In fractures of the acromioclaviculur joint the 
fracture area is exposed, the small fragments are 
fixed temporarily, and a long resection pin is passed 
through the fragment and into the shaft of the bone 
through an external puncture wound. The wound is 
then closed and the arm fixed across the chest in a 
light plaster cast which is worn for two or three 
weeks. 

In none of the cases of fixation by open operation 
was there any complication due to sepsis. 

S. C. WoLDENBERG, M.D. 


Edington, G. H.: The Temporary Plating of Frac- 
tures of the Long Bones. Brit. M. J., 1922, ii, 
1214. 


Fractures which most commonly require plating 
are those of the tibia, femur, and humerus, and less 
frequently those of the fibula, radius, ulna, and 
clavicle. In simple fractures it is advisable to operate 
as soon as possible after the X-ray examination as 
then the skin will be free from ulceration and the 
fragments can be adjusted more easily. A Murphy 
lever may be necessary to reduce the fracture. The 
ends may be held in position by a Lane forceps or a 
Lowman clamp. In compound fractures plating 
should be delayed for a few days in order that 
asepsis may be assured. 

The skin is prepared by an aqueous solution of 
phenol and the fracture exposed by a straight or 
curved incision. The straight incision is used when 
the bone has a good covering of muscle, while the 
curved incision is more suitable when a plate is 
used. The periosteum is incised and stripped of the 
area of bone to which the plate is to be applied. A 
Lane plate with three or four holes and screws can 
be used. Splints should be employed for immobiliza- 
tion but care must be taken to place the limb in such 
a position that function can be restored after the 
fracture has healed. The plate is removed in three 
or four weeks, when it has fulfilled its function as an 
internal splint. As a rule, loosening of the screws 
indicates that union is taking place. Splints are 
discarded after six weeks. A plaster cast is applied 
to the lower limb for four to six weeks. Comminu- 
tion also may be employed in the treatment of non- 
union of fractures. 

The author draws the following conclusions: 

1. Open treatment should not be a routine. 

2. Temporary plating is a reliable form oi In- 
ternal splinting in cases of fracture of the tibia, 
femur, and humerus. 
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3. The skin incision should not come into contact 
with the fracture. ; 

4. The periosteum should be stripped where the 
plate is applied. 

s. A flat plate with Lane screws gives satisfac- 
tory results. ; 

6. External splints are necessary for support. 

>, Plates and screws should be removed in from 
three to four weeks. 

8. Looseness of the screws indicates repair of the 
fracture. 

9. Plating does not prevent delayed union or non- 
union. S. C. WoLpENBERG, M.D. 


Campbell, W. C.: The Treatment of Ununited 
Fractures. Am. J. Surg., 1923, Xxxvii, 1. 


Campbell reviewed the records of 1,255 cases of 
fracture treated in his clinic during a period of five 
years. Sixty-three of these cases were treated by 
open reduction. This method is employed only when 
absolutely necessary. It was not used in any of the 
cases of fracture of the femur. 

Campbell concludes that the increase in the num- 
ber of ununited fractures in recent years is due to a 
difference in the type of the fractures, improper 
interpretation of the X-ray plates, too frequent 
attempts to reduce, and too frequent resort to open 
operation. However, when there is no sign of. the 
formation of bony callus at the end of six months 
the fracture should be considered ununited and 
radical measures should be instituted. The author 
uses the following technique when open reduction 
is indicated: 

A routine dissection is made to the point of frac- 
ture, and the fragments are pared so as to allow per- 
fect coaptation. Great care is taken to preserve as 
much periosteum on the bone as possible. The 
attachment of muscle and soft tissues to the perios- 
teum is not severed along the line of the incision. A 
broad area is exposed for several inches on each frag- 
ment, depending upon the size of the bone involved 
and the location of the fracture. With a sharp 
chisel, a flat surface is made on both fragments. 
Scar and osteoid tissue are reamed out of the me- 
dulla to healthy marrow, usually from % to 1 in. of 
each fragment. A broad flat graft including perios- 
teum, cortex, and endosteum is taken from the tibia. 
The width and length of this graft depend on the 
part involved. With a motor saw the graft is split 
longitudinally through the edge or small diameter 
into two parts, a strong outer plate consisting of 
dense bone of the cortex and an inner plate consist- 
ing of a thin portion of the cortex with attached 
endosteum. The endosteum is removed from the 
inner half of the graft and a strip placed within the 
medulla to bridge the fracture as it is reduced. The 
heavy cortical portion of the graft is held firmly to 
the bone across the point of fracture. Three or four 
holes are then drilled through the graft and bone, 
and nails made from the cortical portion of the inner 
grait are used. A second graft of small size can be 
easily secured. Small particles of endosteum are 
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packed about the point of fracture and the tissues 
are closed tightly in layers. 

In some of the cases Campbell cut a slot about 
\% in. wide in both fragments, inserted a massive 
graft edgeways into this slot, and then brought both 
fragments together. Autogenous bone nails were 
placed through the bone and graft. There is some 
encroachment of the graft on the endosteum but 
this is not sufficient to prevent satisfactory results. 
The fragments are stabilized so that no motion 
can be detected when the operation is completed, 
but external fixation is always applied. 

In order to complete the operation in a reasonable 
length of time a team of five is necessary, two to pre- 
pare the grafts and nails and three to carry out the 
technique. To prevent delay in union, reduction of 
the fracture must be accomplished with minimal 
trauma to the parts and at one attempt. In open 
reduction of fractures care must be taken not to de- 
stroy the natural osteogenetic elements. 

S. C. WoLDENBERG, M.D. 


Duff, D.: The Treatment of Ununited Fractures 
by Bridge Grafts. Brit. M.J., 1922, ii, 1215. 


Open operations to bridge gaps in bones must be 
performed with the most scrupulous care as regards 
asepsis. Ligatures should be handled and tied with 
forceps, and suturing of the soft parts should be done 
only with a needle-holder and forceps. At the end 
of the operation the surgeon’s gloves should be free 
from blood stains as they should not have come into 
contact with any part of the wound. 

Duff has tried out various methods of treating 
ununited fractures, such as the wedge intramedul- 


‘lary inlay, the combined inlay and intramedullary 


graft, and comminution of the bone ends. Each 
of these methods can be used in certain cases, but 
the most successful results have been obtained with 
the inlay method or the combined inlay and medul- 
lary method. The graft must be long enough to over- 
lap at either end by a wide margin. A graft denuded 
of periosteum will unite and grow, but it is much 
safer to use a graft with periosteum. 

A wedge-shaped graft is unsatisfactory because it 
is impossible to obtain sufficient contact between 
it and the host bone without splinting the host bone 
for a considerable distance. The inlay graft satis- 
fies the requirements. The intramedullary graft is 
easy to insert into one end but difficult to insert at 
the other end. The thrust graft modification of the 
inlay should be employed only if there is no danger 
of a flare-up of sepsis. The combined inlay and 
intramedullary graft is the best, especially when the 
bone treated requires a thick graft. 

Duff uses phospho-bronze wire in suturing. In 
flail shoulders he applies a double graft between the 
glenoid and humerus. In gap fractures of the tibia, . 
the sliding inlay and ordinary inlay grafts give good 
results. In some cases a portion of the fibula may 
be cut off and placed in the gap of the tibia. 

The after-treatment in these cases is important. 
The limb should be placed in a vlaster cast in a 
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position to prevent strain on the graft, and the next 
day a window should be cut in the cast over the 
wound to relieve the pressure. As soon as the wound 
is healed this window may be filled with plaster. 
When the plaster is removed the limb should be 
supported by a light brace and given light massage. 
When union is delayed without apparent cause, fur- 
ther rest in a plaster cast and massage will some- 
times result in firm union. 
S. C. WoLDENBERG, M.D. 


Van Hook, W.: Fracture-Dislocations of the 
Humeral Head. Boston M. & S.J., 1922, clxxxvii, 
960. 


Injured joint cavities in which there are bone sur- 
faces not covered by periosteum or cartilage can be 
successfully treated by the subcutaneous implanta- 
tion of fat tissue. When such tissue is subjected to 
recurrent pressure, as in a joint cavity, it becomes 
thinner, tougher, and more resilient, and loses much 
of its oil and lymph-space distention. Pedicled 
flaps are better than free flaps, but the latter soon 
become vascularized and serve very well. Dead 
spaces must be avoided and the distance between 
ve joint ends must be decreased as much as pos- 
sible. 

When a small fragment without muscle attach- 
ment is dislocated in the shoulder joint at the time 
of fracture, the difficulty of replacement is great. 
In most cases of this type the fragment should be 
excised and a flap of fatty connective-tissue inter- 
posed. 

Van Hook reports the case of a woman 52 years 
of age whose shoulder was injured four weeks before 
she came for treatment. The X-ray showed that a 
saucer-like piece of bone had been broken from the 
head of the humerus and lodged below the glenoid 
cavity. The joint was opened, the detached piece 
removed, and a large pedunculated flap of fatty- 
areolar tissue from the adjoining soft parts pushed 
into the joint cavity and fastened with catgut be- 
tween the injured humeral head and the glenoid. 
The arm was then dressed in abduction. The 
wound healed by primary intention. Massage was 
given later. After several months, motion at the 
shoulder joint was almost normal. 

FRANK G. Murpay, M.D. 


Chryssafis, M.: Congenital Bilateral Forward Luxa- 
tion of the Head of the Radius (Un cas de luxa- 
tion congénitale bilatérale de la téte du radius en 
avant). Rev. d’orthop., 1922, xxix, 549. 


The case reported by the author was that of a 
soldier 20 years of age who, when a child, fell on his 
left hand and several years later fell on the right 
hand. Since these falls the elbows had been stiff 
and the arms semiflexed. Roentgenograms showed 
bilateral congenital forward luxation of head of the 
radius. 

Bilateral luxations of this type were found in 
twelve of thirty-five cases of congenital luxation 
of the head of the radius collected by Riss, Kirmis- 


son, and others. The condition is more common jp 
males than in females. 

The author’s patient believed his malformations 
were due to his falls and could not be convinced 
that they were congenital. No other malformation 
was found in this case. W. A. Brennan, 


Knapp, H. B.: Dislocation of the Semilunar Corpaj 
Bone. J. Am. M. Ass., 1922, xxix, 1992. 


The entire surface of the semilunar carpal bone js 
articular except for slight roughness for the attach- 
ment of the dorsal carpal ligament. For this reason, 
and because of its uneven compression between the 
lower end of the radius and the os magnum, the 
semilunar bone may be completely dislocated jn 
sudden forcible hyperextension of the wrist. In 
such hyperextension the sharp dorsal edge of the 
distal end of the radius shaves off the dorsal liga- 
ment of the semilunar, and the semilunar is then 
crowded forward out of its resting place, its an- 
terior pole being fixed by the anterior radiocarpal 
ligament. 

Next to fracture of the scaphoid, dislocation of 
the semilunar bone is the most common injury of 
the wrist. The fingers are flexed and held rigid 
because of the pressure of the dislocated semilunar 
on the flexor tendons and the median nerve, and if 
the bone exerts marked pressure on the nerve, numb- 
ness and tingling result. Pain and swelling are local- 
ized anteriorly. An anteroposterior roentgenogram 
demonstrates the dislocated semilunar much closer 
to the plate than the other carpal bones, while the 
lateral view shows it more or less completely rotated 
forward. The hand appears shortened because the 
os magnum settles into the space left by the semi- 
lunar, while the anteroposterior diameter is increased 
because of the anterior displacement of the semi- 
lunar bone. Occasionally the semilunar bone is 
palpable beneath the flexor tendons in the anterior 
wrist region. 

Bloodless reduction preceded by the application 
of moist or dry heat for from three to twenty-four 
hours should always be attempted first in both early 
and late cases. Under general anesthesia pressure 
should be made on the dislocated bone with the 
thumb while the wrist is palmar-flexed. Extension 
and counter-extension in the line of flexion will 
facilitate reduction. Stern advocates the use of the 
Thomas wrench in bloodless reduction. 

If attempts at bloodless reduction fail, open re- 
duction is necessary. Davis’ double-curved skid 
will be found very useful. With the wrist palmar- 
flexed and with traction on the hand and counter- 
traction on the arm, this instrument is slipped over 
the lower pole of the semilunar bone to hook and 
pry its edge under the os magnum. : 

The author considers it better to reduce the dis- 
location rather than to excise the bone, but if the 
dislocation is associated with fracture of the sca- 
phoid, excision of the semilunar with the proximal 
fragment or all of the scaphoid gives the best 
functional result. Rupotps S. Reicx, M.D. 
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Bradford, E. H.: The Treatment of Congenital Dis- 
location of the Hip. J. Bone & Joint Surg., 1923, 
xxi, 76. 

The end-results in nine cases ten to twenty-five 
years after reduction by the open and the closed 
methods, are reported. Function was satisfactory in 
all except two. Both of the latter were cases of 
bilateral dislocations; in one, reduction was effected 
by operation, and in the other by manipulation. 
Several cases seemed to indicate that the anatomical 
cure is less perfect and motion is more restricted 
after reduction by incision than after reduction by 
manipulation. It is probable, however, that in the 
cases in which operation was necessary the deform- 
ity was greater than in the others. 

Congenital dislocation of the hip may now be re- 
garded as curable, but forty years ago there was no 
thorough and satisfactory method of treatment. 
Abnormalities which must be overcome by the sur- 
geon are: shortened adduction and biceps muscles; 
contracted ligaments and capsule which act as a 
sling carrying the body weight from the neck of the 
femur; alteration in the shape of the acetabulum due 
to filling in by the adherent capsule; and a flattened 
and twisted femoral neck. There are three steps in 
reduction: (1) the stretching or tearing of the re- 
sistant soft tissues, (2) the placing of the head 
opposite the acetabulum, (3) the reduction of the 
head into the socket through the contracted capsule. 

Manipulative reduction can be made easier by 
mechanical apparatus. In a traction apparatus used 
in a large number of cases at the Children’s Hospital, 
Boston, a strong rod extends from the perineum to 
below the foot. Counter-pressure comes on two up- 
rights against the perineum. A V-shaped piece from 
these uprights extends over the antero-superior 
spines and when clamped down holds the pelvis 
firmly. The leg is strongly abducted and stretched, 
and at the same time a lever with fulcrum on the 
foundation plate of the apparatus is used to push the 
trochanter downward and forward. Thus the head 
is forced through the stretched capsule and into the 
acetabulum. 

The best position will necessarily be with the limb 
strongly abducted, as the reduced head is then 
pressed against the bone structure of the socket, 
while if the limb is adducted, a considerable part of 
the head lies against the weak cartilaginous rim. ‘As 
soon as the retaining cartilaginous capsular ring has 
become sufficiently strong for weight-bearing, the 
abducted position should be changed and the limb 
restored to its normal position parallel with the long 
axis of the body. In the period of cicatrization it is 
necessary that the great trochanter be kept in the 
plane of the cross-section of the body rather than 
behind it, for in the latter position the torn ligaments 
connecting the ilium and the lesser trochanter be- 
come too short on healing and the restoration of the 
limb to its normal standing position will throw the 
head out. of the socket into the so-called anterior 
position. Furthermore, the trochanter in the ‘frog 
Position is behind the iliotibial band, and the retain- 


ing function of the iliotibial band, pressing on the 
great trochanter, is not utilized and does not force 
the head into the socket as it does if the trochanter 
is in its normal place. 

The length of time immobilization and other steps 
in the after-treatment should be continued cannot be 
stated definitely but must be left to the judgment of 
the surgeon in each case. If with active use the hip 
remains in place for a year the cure is probably 
permanent. In rare cases, however, there may be a 
relapse after several years. 

Reduction by open incision should be reserved for 
cases of relaxed or distorted capsule which cannot be 
reduced by manipulation. Incision means a deep 
wound followed by dense cicatrization which may 
interfere with the functional result. 

Osteotomy to correct the twisted femur is unjus- 
tifiable because the muscles adjust themselves to the 
new relation and the joint function becomes normal 
in spite of the twist. 

As open operative measures also have their place, 
the surgeon should be skilled in several methods of 
reduction and be able to choose intelligently the best 
method for each case. In the cases of younger chil- 
dren it is sometimes easiest to place the patient face 
down with the affected leg hanging over the edge of 
the table. Strong pressure can then be made on the 
trochanter while the leg is manipulated. 

If the deformity is corrected before the child be- 
gins to walk an absolute cure can be expected. 

A. Crark, M.D. 


Chauvin, E., and Hayem, L.: Two Cases of Limited 
Fracture of the Acetabular Rim in Luxation of 
the Hip (Deux cas de fracture limitée du sourcil 
cotyloidien au cours d’une luxation de la hanche). 
Rev. d’orthop., 1922, xxix, 543. 

Fractures of the rim of the acetabulum are rightly 
considered a complication of traumatic fractures of 
the hip. In 1880 Senn collected twenty-seven cases 
and showed how the fracture can be produced 
experimentally in the cadaver. Since then the 
authors have found only eleven other cases. 

In this article two new cases are reported. The 
first was that of a man 43 years of age who was 
injured in an automobile accident. Physical and 
X-ray examination showed a coxofemoral luxation of 
the iliac type. The roentgenogram revealed also a 
fracture of the rim of the acetabulum. The detached 
fragment belonged to the antero-inferior border of 
the rim and was displaced outward in the space 
between the neck of the femur and the ilium. Re- 
duction of the luxation was easily effected. Opera- 
tion to correct the displaced acetabular fragment 
was believed unnecessary as there was no func- 
tional trouble. 

The second case was that of a man 56 years of 
age who was injured in a fall. Examination revealed 
backward luxation of the hip. The X-ray showed 
also a fracture of the acetabular rim in the postero- 
superior portion. Reduction was easily effected, the 
femoral head resuming its correct position. A later 
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X-ray examination showed that the acetabular 
fragments had also become so perfectly replaced 
that all signs of the fracture had disappeared. This 
second case followed the classical course, viz., reduc- 
tion of the fracture following reduction of the 
luxation. W. A. BRENNAN. 


Bradburn, M.: Fracture of the Femur. Surg. Clin. 
N. Am., 1922, ii, 1341. 

Bradburn gives briefly the essential points in the 
modern treatment of fractures of the femur and 
includes in his article pictures of a case in which the 
result was excellent, if not perfect. He advocates 
the use of skeletal traction by means of tongs, and 
states that he has never been unable to secure full 
length of the femur by this method. He uses the 
Thomas splint with the knee-flexion attachment, 
and points out the advisability of moving the knee 
throughout treatment, this being easily accomplished 
with the apparatus described. The use of an am- 
bulatory splint is desirable for at least three months 
after the patient is out of bed. Bradburn has found 
that skeletal traction is comfortable to the patient, 
and that the danger of infection about the caliper 
points is negligible. He reports two cases of com- 
pound fracture in which he used Lane’s plates com- 
bined with Carrel-Dakin treatment; the plates 
healed in position. 

The complete article should be read by those 
interested in the successful treatment of fractures of 
the femur in order that it may be studied in con- 
junction with its excellent illustrations. 

Dennis W. Crite, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Adams, W. R.: Bone Grafting. Surg., Gynec. & Obst., 
1923, XXXVI, 97. 

Bone grafting is indicated to repair injured bone, 
stimulate osteogenesis, replace bone, and close 
foramina or trephine openings in the skull. 

Bone transplantation was first done in 1809 by 
Merrem. Since that time there have been many 
studies of bone transplants but surgeons are not 
yet agreed as to the ultimate function of the graft. 

Various grafts are used, viz., the homoplastic, 
heteroplastic, and autogenous grafts, boiled bone, 
and ivory pegs. The author regards the autogenous 
graft as the best. 

In using the intramedullary graft Adams makes his 
incision to one side of the center of the bone. The 
graft is taken from the fracture. To obtain the exact 
width of the medullary canal, one end of the exposed 
fracture is tilted up. The turn saws are then set 
to this width. The graft is 4 or 5 in. long and does not 
extend closer than within 2 in. of the fracture. One 
end of it is pointed and the other blunt. The 
pointed end is inserted into the bed from which the 
graft was removed, and pushed into the medullary 
canal past the line of fracture and into the medullary 


canal of the opposite end of the fractured bone so 
that it bridges the fracture. 

Since the graft is the exact width of the canal, it 
holds the fractured ends firmly and in good position, 
JouHN MITCHELL, M.D. 


Whitman, A.: Observations on the Correction of 
Deformities of Long Standing. J. Am. y. 
Ass., 1923, Ixxx, 18. 


The author reports the case of a man 52 years of 
age whose legs became completely paralyzed fol- 
lowing an attack of anterior poliomyelitis which 
occurred in his fourteenth year. On the right side 
there was flexion contraction of the hip at an angle 
of 130 degrees and flexion contraction of the leg 
and thigh at an angle of 95 degrees. The foot dan- 
gled, but was not deformed. On the left side the 
flexion contraction was 100 degrees at the hip and 
go degrees at the knee. An astragalectomy was per- 
formed in December, 1921, a Soutter operation 
in January, 1922, and another astragalectomy on 
the other foot in February of 1922. In March, 1922, 
a Soutter operation was done on the other side and 
followed by the application of plaster casts with 
correction under gas anesthesia. On May 2, 1022, 
the patient was able to stand. On May 23, 1922, he 
took his first step, and on June 1, 1922, he walked 
with crutches. 

The conclusions drawn from this case are as 
follows: 

1. Deformities of indefinite duration may be 
successfully corrected. 

2. Some patients regard independent locomotion 
worth the risk of repeated operation. 

3. No single operation may be relied upon ex- 
clusively; combined gradual mechanical and opera- 
tive correction is necessary. 

4. Functional use has a direct influence on the 
deposit of calcium in bone. 

S. C. WoLDENBERG, M.D. 


McWilliams, C. A.: The Efficient Treatment of 
Acute and Chronic, Simple, Traumatic Syno- 
vitis (Hemarthrosis and Hydarthrosis) by 
Repeated Aspirations and Immediate Active 
Mobilizations Without Splinting. Surg., 
1922, Ixxvi, 677. 

McWilliams does not approve of the classical 
method of treating synovitis of the knee joint by 
immobilization and its ordinary adjuncts. In its 
stead, he advises aspiration with a fair-sized needle 
soon after the injury. When aseptic conditions are 
assured he has no fear of infecting the knee joint. 
He advises repetition of the aspiration as often as 
necessary to keep the joint free from fluid, and 
reports a very satisfactory case which was cured 
by the twenty-first day. The method described he 
regards as the best method of treatment provided 
there are no joint mice or dislocated cartilages. 

The aspiration should be performed immediately. 
before the ligaments become stretched. It results 
in a cure in half the time required by the old method. 


| 


— 


to 
for 
to 
| 
en 
ch 
an 
ar 
st 
to 
ca 
th 
w 
h 
hi 
h 


GENERAL SURGERY — SURGERY OF THE EXTREMITIES 343 


To leave fluid in a knee joint is just as irrational as 
to leave fluid in the chest. Aspiration can be per- 
formed in the doctor’s office and the patient allowed 
to walk home immediately afterward. 

Dennis W. Crite, M.D. 


Hoag, C.: Resection of the Distal End of the Ulna 
for Shortening of the Radius Following Frac- 
ture. California State J. M., 1923, xxi, 1. 


Any fracture of the radius which results in short- 
ening of the bones causes certain characteristic 
changes. The ulna becomes relatively too long 
and blocks ulnar flexion. Pronation and supination 
are limited. The hand cannot pull or lift in a 
straight line with the forearm. 

To overcome these difficulties the author resorted 
to resection of the distal end of the ulna. The only 
cases suitable for this procedure are those in which 
there is definite protrusion of the ulna into the 
wrist joint sufficient to limit ulnar flexion of the 
hand with or without subluxation of the ulnar 
head. These are cases of fracture in which the shaft 
of the radius has been shortened or the epiphysis 
has been impacted or comminuted. 

By the author’s technique a linear incision is 
made over the lateral side of the ulnar head and the 
head divided at the level of the articular surface of 
the radius. The triangular cartilage between the 
radius and the ulna has always been found frac- 
tured. The ulnar styloid is seldom fractured. It is 
important to preserve the radio-ulnar ligaments, 
but they are usually found ruptured. As a rule 
neither a splint or a cast is necessary. Physiother- 
apy, including active and passive motion, is begun 
as soon as the soft tissues are healed. 

Removal of the ulnar head results in partial loss 
of the bony groove for the flexor carpi ulnaris ten- 
don. If subperiosteal resection is done, the soft 
tissues maintain the position of the tendon satis- 
factorily. Every effort should be made to preserve 
the function of the internal lateral ligament of the 
wrist. 

The author reports four cases and summarizes 
his article as follows: 

1. The operative technique is considerably sim- 
plified. 

2. Immobilization is rendered unnecessary. 

3. Rotation of the forearm and lateral motion of 
the wrist are more completely restored. 

4. There is no possibility of non-union and less 
opportunity of infection. 

5. The restoration of strength and cosmetic 
results are better. Joun MitcHett, M.D. 


Legg, A. T.: Transplantation of the Tensor Fasciz 
Femoris in Cases of Weakened Gluteus Medius. 
J. Am. M. Ass., 1923, 1xxx, 242. 


The author describes the operation he devised to 
relieve the limp caused by weakness of the gluteus 
medius muscle, viz., transplantation of the tensor 
—_ femoris muscle into the outer side of the 
emur. 


He emphasizes the fact that the tensor fascie 
femoris is not only an abductor of the thigh, but a 
very important flexor. It also holds the center of 
gravity of the body over the supporting leg when 
the other leg is raised from the ground. The tech- 
nique of the operation is as follows: 

The incision is begun at the anterior superior 
spine and extended backward and downward over 
the great trochanter, and then downward along the 
course of the femur for about 3 in. The skin with 
the subcutaneous fat is reflected forward, exposing 
the fascia lata. 

Anteriorly, running downward from the anterior 
superior spine, the fascia lata becomes thin before 
it extends over Scarpa’s triangle. Along this line 
the fascia is incised downward from the anterior 
superior spine to 3 in. below the great trochanter, 
ery it is divided transversely backward for about 
1% in. 

At about 1% in. below the great trochanter the 
fibers of the tensor fascia femoris become inserted 
into the fascia lata. 

The outer surface of the femur is next exposed, 
about 2% in. below the trochanter, by dividing the 
fibers of the vastus externus. A periosteal flap is 


Fig. 1. Normal anatomical appearance about the hip. 
The black line along the tensor fasci# femoris represents 
the incision made in freeing this muscle before transplanta- 
tion. 
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Fig. 2. Groove in femur and freed tensor fasciz femoris 
with silk suture before insertion into the femur. 


turned downward at this point, and a groove, going 
into the marrow, is made about 1 in. long and 11% in. 
wide. 

The free end of the fascia lata is then sutured 
with No. 18 twisted silk and inserted into the groove 
by carrying the silk ends through holes drilled in 
the femur on each side of the groove. The knot is 
tied over the fascia in the groove, and the periosteal 
flap is turned back and sutured over the groove con- 
taining the fascia. 

Before the suturing with silk is completed, the 
thigh is abducted about 30 degrees, when the fascia 
is seen to have moderate tension. The skin and 
subcutaneous fat flap are then turned back and 
sutured by layers to their original situation. 

A plaster spica is applied from the waist to the 
ankle, with the leg in 30 degrees of abduction. 

The postoperative treatment consists of simple 
superficial massage after two weeks, and muscle 
training after four weeks. The patient is allowed to 
go about with the spica and crutches at the end of 
four weeks. 

At the end of two months the spica is removed 
and an abduction walking splint applied, which the 
patient wears for six months. 

The author has performed this operation about 
fifteen times with very satisfactory results in most 
cases. The Trendelenburg sign has disappeared and 
the lateral swaying of the body has decreased 
if it has not disappeared. The author states that 
when the limp is due to weakness of both the gluteus 
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maximus and the gluteus medius muscles, and whey 
limp is due to weakness of the lateral abdomina| 
muscles, transplantation of the tensor fasciz femoris 
is not satisfactory. Parte Lewin, M.D, 


Mebane, T. S.: The End-Result in Four Cases of 
Severe Destructive Injury to the Hip. J. Bone 
Joint Surg., 1923, Xxi, 70. 

CasE 1. In this case the upper end of the femur 
and acetabulum body were shattered and infected 
October 6, 1918. Healing had occurred by June 
29, 1921, after many operations. The patient is now 
able to walk with a cane. There is good stability but 
9 cm. of shortening. There is no pain. Flexion to 
140 degrees, extension to 170 degrees, adduction to 
about 165 degrees, and abduction to 165 degrees are 
possible. 

Case 2. This was a case of infected compound 
comminuted fracture of the right hip due to a shell 
wound. After two years of draining and several 
operations the patient wore a walking caliper splint 
for four months and then walked with a cane. The 
final result was normal passive motion except for 
loss of abduction; active flexion to 150 degrees: 
shortening of 6 cm.; dislocated head; and ankylosis 
of the knee. The patient is able to walk several miles 
a day without ill effects. 

CASE 3. In this case a shell wound of the upper 
femur and acetabulum required two years and ten 
months to heal. The patient now has excellent range 
of motion, good stability, and no pain. He walks 
with a cane. Shortening amounts to 7.5 cm. 

Case 4. This was a case of loss of the upper end 
of the left femur, ankylosis of the left knee, and 
equinovarus deformity of the foot. When the hip 
healed there was practically normal passive motion, 
active flexion to 150 degrees, and abduction to 170 
degrees. Shortening equalled 10 cm. 

These cases demonstrate that a fairly satisfactory 
result can be obtained in cases of considerable loss of 
substance and prolonged infection of the hip joint, 
and suggest that extensive resection of the upper end 
of the femur in adults is justified for severely in- 
fected fractures and perhaps for tuberculosis or 
septic arthritis. A. Crark, M.D. 


Cotton, F. J.: Knee Lesions and Operations Based 
on 100 Personal Cases. Surg. Clin. N. .\m., 
1922, li, 1021. 

Simple synovitis. This condition may result 
from a blow or twist of the knee with strain or 
partial tearing of the internal lateral ligament. 
The author has never seen total tears of the internal 
lateral ligament alone. Immobilization of the 


affected knee by plaster of Paris or splints results 
in an early selective degeneration and atrophy of 
the rectus portion of the quadriceps muscle and 
consequent laxity of the joint in addition to syno- 
vitis. The treatment suggested is careful massage 
of the joint and muscle to cause the disappearance 
of the fluid and maintain the tone of the muscle. 
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Synovitis with demonstrable lesions. The case 
cited by the author showed crumpling in of the 
bone over a very small area of the adductor tubercle. 
The treatment consisted in immobilizing by splint- 
ing and strapping, and massage. After the twelfth 
day the effusion had almost entirely disappeared 
and the condition of the knee was very much 
improved. The patient is now able to walk with 
crutches. 

Chronic or subchronic synovitis. This is usually 
due to neglected synovitis in which too long im- 


mobilization and lack of massage and muscle- 


exercise have produced a loose joint. The treatment 
consists of massage, active exercise of the quad- 
riceps, the use of a Thomas heel, and strapping. 
The prognosis is usually good, but a cure may not 
be effected until after several months. For cases 
which do not respond to this form of treatment, the 
author suggests a stoma draining into the inter- 
muscular spaces of the thigh. 

Chronic luetic synovitis. This condition, which 
is very rare, is a chronic symmetrical synovitis due 
to adolescent hereditary syphilis. A case reported 
showed marked effusion, slight capsular thickening, 
and limitation of motion due to fluid. There was 
no local heat, tenderness, or pain. The X-ray 
examination was negative. Very marked improve- 
ment followed arsphenamin treatment. 

Arthritis with effusion. Cases of arthritis with 
effusion are often mistaken for cases of synovitis. 
They may be of the active infectious or mild, 
recurrent chronic type. Very careful massage, heat, 
and motion are usually beneficial. In the more 
severe cases traction with a Thomas splint or caliper 
should be continued for months. 

Mild, dry arthritis. In this condition there is 
usually no effusion in the knee. Strain is due to 
overweight with or without knock-knee or arthritis, 
but usually with pronation of the feet. Relief is 
given by the Thomas heel, adhesive strapping, 
and a supporting bandage on the knee. Reduction 
of about 20 lbs. in weight ensures permanence of the 
cure. 

Adhesions within the joint. These are usually 
due to a fracture into or adjacent to the knee joint, 
or are the result of arthritis. In some cases the 
breaking up of adhesions by manipulation under 
anesthesia followed by massage is sufficient, but 
in more severe cases an open operation to free an 
adherent patella is necessary. Occasionally arthro- 
plasty is indicated. 

Adhesions outside of the knee joint. Such 
adhesions are usually due to fractures of the femur. 
Brisement forcé has not been satisfactory. The 
best treatment is early active assisted motion and 
massage. 

Simple cartilage dislocation. A sign of simple 
cartilage dislocation is locking of the knee joint 20 
degrees short of full extension, with severe pain when 
extension beyond this point is attempted. Another 
sign is palpable cartilage on the outside of the knee 
level of the joint or a point of definite tenderness 
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just in front of the midjoint line on the inner side. 
Cases in which locking has occurred only once 
should be treated conservatively. The cartilages 
should be removed only when they become dis- 
located frequently. 

Fringe pinching. ‘This condition may be con- 
fused with locking due to dislocated cartilage. 
Operation is indicated in both conditions only if the 
cartilage is doubtful. The fringe of the ligamentum 
alaria should be inspected and removed also if 
necessary. 

Cartilages with secondary joint changes. The 
patient whose case is cited gave a history of injury 
to the knee joint and could bear no weight on the 
knee without a caliper splint. Flexion to 15 degrees 
was possible without pain; total flexion was 50 
degrees. The joint was tender on palpation and 
showed abnormal lateral mobility. Large fat pads 
and both semilunar cartilages were removed. In 
some cases a splint is worn to maintain the stability 
of the joint. The operation is generally beneficial. 

Villous arthritis. In this condition there is a 
general thickening of the postpatellar pads with 
overgrowth of the subsynovial fat tissues. The 
condition may be due to hypertrophic arthritis, 
synovial tuberculosis, osteochondritis, or repeated 
trauma. Loose cartilages are removed together 
with villous hypertrophic growths including masses 
of the ligamentum alaria. The operation results in 
considerable improvement. 

Osteochondritis dissecans. ‘This condition is usu- 
ally the result of a dissecting process in the car- 
tilage of the femoral notch which gives rise to free 
bodies in the knee joint causing arthritic changes. 
Operative removal gives good results. 

Free bodies or joint mice. The author ascribes 
joint mice to the loosening and growth of fragments 
of chipped bone within the joint due to broken 
osteophytes or osteochondritis. There is a history of 
locking and synovitis. Operative removal usually 
results in cure. 

Contractures. Joint contractures are usually due 
to contracture of muscle or scar tissue outside the 
joint, the result of fracture or trauma near the 
joint, arthritis, etc. In some cases the treatment 
consists in tenotomy of the involved tendons, cor- 
rection by means of gradual extension with a Thomas 
splint, physiotherapy, etc. 

Ruptured ligaments with and without disloca- 
tion. If luxation is present it is easily reduced if 
no arteries are torn. Rarely, all the ligaments are 
ripped loose. The most important structures are 
the posterior crucial ligament and the internal 
lateral ligament. If there is greater involvement, 
operation is indicated, although most of the methods 
give only fair results. The author’s best results 
were obtained by reconstructing the lateral liga- 
ments from fascia lata at such a slant as to limit the 
luxation without interfering with normal motion. 

Chronic patellar luxation. The patella is luxated 
outward by flexion either permanently or recurrently. 
The condition is said to be due to malformation of 
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the femoral condyles or to knock-knee. In the 
author’s operation a long lateral incision is made in 
and outside of the patella, and another in the liga- 
mentous capsule of the outer side of the patella. A 
similar but shorter incision is made on the inside. 
The patellar tendon is split in half and the distal 
end separated and passed under the intact half and 
sutured into the lower end of the inner cut of the 
capsule. The rest of this cut is overlapped 34 in. 
and sutured. Good results were obtained in the 
case cited. 

Patellar fracture. Fracture of the ‘patella is 
usually caused by direct violence. The treatment 
consisis in open operation, suturing through the 
solid tendon at the side of the patella and the lateral 
tears and torn tissues in front. Two sutures are 
placed in front of the torn bursa to avoid skin 
adhesions. Motion is begun after immobilization 
by strapping for three weeks. The results are 
satisfactory. 

Ruptured quadriceps tendon. This is more com- 
mon in older persons and in males. It is mechani- 
cally equivalent to fracture of the patella. Operation 
consists of suturing the tendon with kangaroo ten- 
don after freshening the surfaces. Mobilization for 
three weeks should be followed by massage and 
active motion. After six weeks the patient can 
get up. 

Rupture of the patellar ligament. This is a very 
rare condition which is equivalent to fracture of the 
patella. Suturing is indicated. Convalescence is 
somewhat longer than in cases of fracture but the 
same functional results are obtained. 

Avulsion of the tibial tubercle. Usually the tip 
of the long epiphyseal tongue which runs down the 
patellar tubercle is torn away. The condition occurs 
usually in boys between 10 and 18 years of age. 
It is considered similar to Osgood-Schlatter disease. 

Non-tuberculous arthritis: destructive excisions. 
There is usually roughening of the cartilage with the 
presence of synovial villi. Plastic excision resulting 
in ankylosis gives good function. 

Tuberculous arthritis: excision. Radical incision 
for this condition usually results in ankylosis of the 
affected joint and healing of the process. 

Joint trauma and deformity: excision. Excision 
is advised for cases of old fractures in which con- 
servative treatment has been of no avail. A good 
functional result is obtained after ankylosis. 

In certain new severe condylar fractures the 
author has obtained good function by remodeling 
the condyles to a smooth surface and removing 
spurs. 

Old injuries: plastic remodeling. Two cases are 
cited in which malunion of the condyles of the 
femur resulted in limitation of extension of the leg. 
The projecting portion of the femur was removed 
and the curve of the joint surface reconstructed 
sufficiently to permit complete extension. 

Arthroplasty. The results of arthroplasty on the 
knee thus far have been poor. The results of 
Putti’s operation have been more satisfactory. 
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Osteotomy for deformity. Deformity of the knee 
joint such as knock-knee is due to irregular epiphy- 
seal growth following infection, fracture, etc. Sub- 
cutaneous osteotomy is performed at the point of 
maximum deformity, immediately above the femoral 
condyles or below the tuberosities of the tibia. The 
deformity is corrected and the limb immobilized in 
a cast for six or seven weeks. 

Septic burse. This condition is due to infection 
following trauma. Operation consists of free excision 
and drainage. 

Septic joints. The treatment consists in opening 
the joint and irrigating with corrosive salt solution 
1:15,000 for fifteen minutes, the joint then being 
closed. This is usually sufficient unless there is 
involvement of the adjacent structures. 

Charcot joints. This condition usually occurs 
very early in locomotor ataxia. The author has 
seen improvement following intensive antisyphilis 
treatment. The knee joint should be supported by 
a caliper splint. S. Reicu, M.D 


Cook, A. G., Stern, W. G., and Ryerson, E. W.: 
Report of the Commission Appointed by the 
American Orthopedic Association for the Study 
of Stabilizing Operations on the Foot. J. Bone & 
Joint Surg., 1923, xxi, 135. 

The Commission found that a foot ankylosed in 
moderate calcaneus results in heel walking with a 
slight limp and gives a fairly serviceable foot. A 
moderate equinus is much better as with this condi- 
tion the patient walks on both the heel and the sole, 
limping is absent or slight, and the raising of the 
heel lengthens a shortened leg. 

The transverse horizontal section of Davis, the 
open arthrodesis of Hibbs and others, and the Whit- 
man astragalectomy result in a new and simplified 
ankle joint, the motions of which are controlled by 
bone balance independent of muscle action. The 
first two operations cause ankylosis of the tarsal 
bone and displacement of the foot backward on 
what is left of the astragalus, the foot being placed 
in moderate equinus. The Commission prefers: (1) 
the astragalectomy of Whitman, (2) the open opera- 
tion of Hibbs, and (3) the transverse horizontal sec- 
tion of Davis. 

Persons with paralytic talipes calcaneus, talipes 
calcaneocavus, and flail or dangle foot, with or with- 
out varus or valgus, are suitable subjects for astrag- 
alectomy and transverse horizontal section. These 
operations are not indicated when the calf muscles 
are active. 

In cases in which there is a rigid heel cord, the 
astragalus and os calcis are in a comparatively nor- 
mal position, and the entire drop is confined to the 
anterior position of the foot, a large wedge of bone 
is removed from the head of the astragalus and the 
posterior articulating surface of the scaphoid. 
Ankylosis results in a stable foot which is a little 
shortened but has good lateral and ankle motion. 

The deformities commonly found in varus or val- 
gus may be corrected by removing the superfluous 
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portions of bone when arthrodesis is effected in the 
various joints of the tarsus separately. In order to 
maintain muscle balance the necessary tenotomies 
and tendon transplantations can be done at the time 
the bone balance is corrected. Of the 250 feet ex- 
amined by the Commission last year, a great major- 
ity had been subjected to tenotomies and tendon 
transplantations, but all had a stabilizing operation 
ultimately. This finding might suggest that a stabil- 
izing operation should be done in the first place, but 
it must be borne in mind that only cases in which 
tendon transplantation failed were examined. 

The Commission considered also the various 
methods of treating partial and total paralysis of the 
dorsiflexors of the foot. 

1. Arthrodesis of the ankle joint by excision or by 
graft. This procedure usually fails to cause anky- 
losis if it is performed before the age of 14 years. 
The external malleolus should be fractured and dis- 
placed inward to bring the three bones into close 
approximation. Most patients were dissatisfied 
with the result, chiefly because of the increased 
strain thrown upon the mediotarsal joint and be- 
cause they experienced difficulty in walking up and 
down hill and putting on and removing their shoes. 
The latter difficuity was easily remedied by the 
wearing of shoes laced down to the toes. Lexer’s 
method of driving an autogenous or heterogeneous 
peg up through the os calcis and astragalus into the 
tibia fails because the intra-articular portion of the 
peg usually becomes absorbed within a year. 

2. Silk ligament suspension from the tarsus to the 
tibia. This method is not recommended for young 
children as the silk may cut through the bones of the 
tarsus and the unyielding cords cause severe dis- 
tortion and disability with the growth of the foot and 
leg. Good results were obtained in some cases oper- 
ated upon in early adult life, but in others either 
varus or valgus occurred. In a few cases the silk 
caused suppuration for a long time after the opera- 
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tion. Therefore the use of silk ligament should be 
restricted to carefully selected cases of patients over 
15 years of age. 

3. Tenodesis by the method of Putti, Gallie, or 
Codivilla. This procedure may be used on children 
under 15 years of age. In some cases good results 
have been obtained, but there is considerable doubt 
as to whether the weak, paralyzed tendons can hold 
up a drop-foot throughout life. The Commission 
reserves its decision regarding the method until a 
greater number of late results have been studied. 

4. Suspension of the foot by strips of fascia lata 
or the fascia of the leg. In the few cases studied by 
the Commission the results have not been sufficient- 
ly convincing to warrant recommendation of this 
procedure. 

5. Excision of diamond-shaped pieces of skin or a 
skin-bone flap in the dorsum of the ankle joint. Only 
temporary benefit results. 

6. Astragalectomy. This operation has a dis- 
tinctly beneficial effect in drop-foot and especially in 
flail-foot, the results being sufficiently good to war- 
rant its use in selected cases. None of the opera_ 
tive methods considered can be confidently recom 
mended as a standard procedure. Lateral deform 
ities of paralytic feet are far more disabling and 
more frequently require correction than simple drop- 
foot. 

7. The use of drop-foot braces, such as elastic 
straps fastened to the shoe, spring-wire supports 
with a coil at the sides of the heel, and the flat spring 
extending along the sole and up the back of the leg. 
These are all useful and comfortable. 

The Commission urges that tendon transplanta- 
tion be almost always supplemented by stabilization 
of a sufficient number of the smaller joints of the foot 
to prevent or correct all tendency to varus or valgus 
deformity, such deformities being of much greater 
importance than drop-foot. 

S. Reica, M.D. 
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Gruget: Lateral Subluxation of the Third Cervical 
Vertebra on the Fourth (Subluxation latérale de 
la troisiéme vertébre cervicale sur la quatriéme). 
Arch. franco-belges de chir., 1922, xxv, 939. 


It is believed by many that incomplete luxation 
of the cervical vertebre is an anatomical impossi- 
bility. Gruget, however, has treated such a con- 
dition in a man 20 years of age, the result of a fall. 

The signs observed about a week later were: (1) 
inclination of the head to the left and slight right 
rotation resembling torticollis; (2) elevation of 
the left and depression of the right shoulder; (3) 
marked curvature of the spinal column, the con- 
vexity being on the left side in the region of the 
lower dorsal vertebra. 

Lateral displacement of the third vertebra on the 
fourth cervical was clearly indicated in an antero- 
posterior roentgenogram, the interarticular line 


appearing oblique from above downward and from 
right to left. This was a case of the ‘incomplete 
luxation” described by Cyriax, and the ‘“‘minor 
displacement” described by English writers. 
Continuous extension for several days was followed 
by cervical extension and traction with the head 
of the bed raised. After the fourth day the patient 
was laid flat in bed and manual reduction was 
attempted. This was successful. The patient was 
then kept in extension for forty-eight hours. When 
he was examined three months later his condition 
was normal. W. A. BRENNAN. 


Langnecker, H. L.: The Treatment of Painful 
Affections Involving the Cervical Vertebrz. 
California State J. M., 1923, xxi, 31. 


_ The author classifies cases of painful affections 
involving the cervical vertebra into three groups. 
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The first group includes the most severe injuries 
and inflammations, such as fractures, dislocations, 
bone tuberculosis, and syphilis. Immobilization is 
the treatment indicated. 

Group 2 includes the cases of arthritis. In these, 
a search for local infections should be made. 

Group 3 includes the obscure cases, in which the 
cause is unknown. 

After the diagnosis has been made, adequate 
treatment should be given to restore maximum func- 
tion. Rest is essential. Improvement of the tone of 
muscular and ligamentary tissue is hastened by 
local hyperemia. Movement should be attempted 
early. The treatment should be completed by 
training in carefully selected active exercises. Too 
often fixation alone is carried out, and no attempt at 
restoration of function is planned. 

Joun Mitcuett, M.D. 


Vanderput, E.: A Case of Luxation-Fracture of the 
Cervical Spine (A propos d’un cas de luxation- 
fracture du rachis cervical). Arch. franco-belges de 

chir., 1922, xxv, 942. 


The author reports the case of a man who sus- 
tained a cervical luxation-fracture in a diving ac- 
cident and died four days later. The accident was 
followed by immediate quadriplegia. The paralysis 
of the arms was of the radicular type. Sensation 
remained normal in the head and in the first four 
segments of the cord but was decreased in the fifth 
segment and lost below the sixth. Other sequela 
of the injury were total abolition of the tendon, 
osseous, and cutaneous reflexes, retention of urine 
and feces, and priapism. Meningeal puncture 
showed bloody fluid. The clinical picture was that 
of a quadriplegia due to an indirect injury to the 
cord involving especially the sixth segment. The 
X-ray showed a fracture of the fifth cervical ver- 
tebra. The rapid evolution of the clinical phenomena 
indicated that operation would be useless. At autop- 
sy the fifth vertebral body was found detached in 
front and luxated backward. 

In cases of injury of the cervical cord such as 
this the probability that the patient will survive is 
so slight that surgery is not justified. In injuries of 
the dorsal and lumbar spine, early operation may 
be advisable as there is some chance of obtaining 
a condition of medullary automatism. Whatever 
the site of the injury, a simple decompression may 
be done if the general condition permits it and in- 
fection can be prevented. W. A. BRENNAN. 


Girdlestone, G. R.: The Place of Operations for 
Spinal Fixation in the Treatment of Pott’s 
Disease. Brit. J. Surg., 1923, X, 372. 


Girdlestone reports fifty cases of operative spinal 
fixation in Pott’s disease which, combined with the 
fifty cases he had previously reported, givesauthority 
to his conclusions. He emphasizes the fact that the 
operative fixation of the spine is only part of the 
conservative treatment of Pott’s disease, and sug- 
gests that many of the criticisms brought against 


operative fixation are due to the fact that cases 
have been treated by operation without proper 
splintage, without open-air methods, and without 
adequate rest or sufficient time. 

He divides the angular kyphoses into two ele- 
ments: (1) the telescoping and crowding together 
of the dorsal process, corresponding to the amount 
of destruction of the bodies, and (2) the inflection 
or falling forward of the segment above until it 
regains support from the solid vertebre below, 
He points out that spinal fixation is always posterior 
and does not replace the bodies of the vertebre 
which have been lost from the effects of the disease. 
The only function of internal fixation is that of 
splinting the diseased area until rest and time can 
heal the disease in the bodies by cicatrization. 

Girdlestone discusses the different methods de- 
scribed and advocated by Calot, Hibbs, Albee, De 
Quervain, Ombredanne, Toblasec, Gallie and 
Robertson, Hey-Groves, Hoessly and Calvé, men- 
tioning in particular the fact that De Quervain and 
Hoessly found that after healing had occurred, grafts 
placed in the spines of a dog’s vertebre from which 
one of the bodies had been excised supported a 
weight of 40 kgm. applied to the centrum above 
the defect. 

In ninety-five of one hundred cases Girdlestone 
used Albee’s method of applying a graft from the 
tibia to the split spines or to the bared lamin. He 
prefers the former. In five cases he employed 
osteoplastic methods. He used a mechanical or 
motor saw to cut the bones. Two patients died 
within a week. Six died later, one from continued 
caries and five from general tuberculosis or sume 
other condition. 

Ninety-four of the cases were clean cases but 
six of them presented discharging sinuses. Girdle- 
stone lays great stress upon the fact that internal 
fixation must not be depended upon for fixation 
until at least three, and preferably six, months after 
the operation. He credits his gratifying results to 
the use of what he calls a “turning case,”’ a molded 
plaster cast of the anterior half of the body made 
for the particular patient before operation and 
applied whenever the patient is turned from his 
back. The operation is done with the patient lying 
prone in this turning case so that no stress is placed 
upon the graft until it has healed completely. 

The author concludes that operations for spinal 
fixation are in no sense radical. “External splintage 
of the spine must be maintained continuously 
before operation, during the operation, and ajfter- 
ward until firm stability of the affected section is 
assured by the restoration to stability of the bones 
and ligaments of the part, coupled with the strong- 
hold of the graft or osteoplastic union.”’ In Girdle- 
stone’s hands the operation has been free from dan- 
ger in the cases of adults and has given good struc- 
tural stability, but in some of the cases of children 
the graft has been absorbed and in certain others 
death has occurred. Therefore he concludes that in 
adults posterior spinal fixation is reliable and has 
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great value, but in children it is less reliable and at 


the same time less needed and therefore seldom, if 
ever, indicated. Dennis W. Crite, M.D. 


Calvé, J., and Galland, M.: Osteosynthesis in 
Pott’s Disease (Quelques considérations sur l’osteo- 
synthése dans le mal de Pott). J. de chir., 1922, xx, 
505. 

The authors discuss the indications and contra- 
indications for the treatment of Pott’s disease by 
the use of bone transplants. 

Operative interference is never indicated in tuber- 
culous disease of the spine in children because the 
classical treatment gives excellent anatomical and 
orthopedic results. Further, the operative treat- 
ment does not permit the patient to be up and about 
and the bone graft opposes a solid anatomical union 
of bone and the establishment of therapeutic cor- 
rective lordosis. 

In adults, operation should be restricted to those 
cases in whicn the tuberculous process has been 
arrested. In short, for patients not of the laboring 
class the classical methods of treatment are best. 
For those of the poorer classes bone transplants 
may be used in order that the patient may more 
safely carry on his occupation without recurrence. 

Loyat E. Davis, M.D. 


Wheeler, W. I. C.: Operation as Part of the Con- 
servative Treatment of Pott’s Caries. Practi- 
tioner, 1922, Cix, 341. 

From an operative experience of twenty-four cases 
the author concludes that the bone-graft operation 
to cause ankylosis in a tuberculous spine is a valuable 
aidin the cases of adults but unnecessary; if not con- 
tra-indicated, in children. In the cases of adults early 
operation is advisable unless the patient can give 
two years to absolute rest and can obtain the best 
orthopedic care and nursing. 

The kyphosis cannot be materially reduced by 
operation but an acute angle may be rounded by 
cutting off some of the prominent spinous processes. 
Correction by pressure may be tried but the use of 
much force is dangerous. 

Abscess is not a contra-indication. In fact, one 
of the most surprising and gratifying features in 
the treatment of spinal caries is the rapid disappear- 
ance of abscesses after fixation of the diseased seg- 
ment by a bone graft. Paralysis also rapidly disap- 
pears in many cases after the operation, and is 
regarded as a strong indication for surgical treat- 
ment unless there is early response to conservative 
treatment. 

Experience has shown that sepsis is not much to 
be feared. When it does occur, the graft seems to 
live through it and ankylosis occurs just the same. 

Bone grafting in the spine shows a higher percent- 
age of successful results than similar operations on 
the long bones. This is probably because the site of 
the graft in the spine is well removed from the 
diseased portion. It is thought that the grafts are 
not absorbed and replaced. They become less dense 
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for a while, but roentgenograms made about six 
months later show them to be more dense than 
before. 

In the cases reviewed the Hibbs operation was 
done only once. In the others a modified Albee 
technique was used. Rib grafts were employed in 
two cases and tibial grafts in the others. Instead of 
splitting the spinous processes to make the bed for 
the graft, the sides of the processes were denuded of 
periosteum and the bone surface gouged with a 
file. The graft was then laid against this raw sur- 
face and the soft tissues were sutured over it. 

The after-treatment consisted in support on a 
frame in bed for three months, then limited freedom 
with a spinal brace, and gradually increased activity. 
Most of the patients were able to go back to work 
at the end of a year. Wri A. Crark, M.D. 


Wallace, J. O.: Crush Fractures of the Spine. J. 
Bone & Joint Surg., 1923, xxi, 28. 


This article is a detailed statistical study of eighty- 
two cases of crush fracture of the spine. 

Fractures in which hyperflexion or hyperextension 
of the spine was the causative factor, as in a fall from 
a height, diving accidents, or the falling of a weight 
on the back, are located in regions where the fixed 
portion of the spine meets a movable portion. 
Sixty-four per cent of all fractures occur in the first 
and second lumbar vertebra and 32 per cent in the 
other lumbar vertebre. 

The author found that in the absence of an evident 
paralysis the diagnosis of fracture was not often 
made previous to admission to the hospital. In the 
forty-seven cases in which the correct diagnosis was 
not made, paralysis was present in only one, while 
of the twenty cases in which the diagnosis was cor- 
rect 75 per cent showed paralysis. 

The complaint of 85 per cent of the patients was 
pain at the level of the fracture. Pain on deep pres- 
sure over the knuckle in the spine is a fairly constant 
sign. Deformity is invariably present at this site 
unless the fifth lumbar is the vertebra involved, 
when increased lordosis is present. Limitation of 
motion is present in every case, and in a vast major- 
ity limitation of hyperextension is by far the most 
valuable sign of fracture. 

In examining a fractured spine, especially in late 
cases, a point at which the upper and lower frag- 
ments pivot will be found when the patient bends 
laterally. This is at the site of the fracture and will 
be a point around the knuckle in the spine. 

In the treatment the lower fragment, i.e., the 
vertebra below the fractured vertebra, is fixed by 
fastening the lower extremities in a spring frame 
resting on the side bars of the hospital bed and super- 
imposed over its lower two-thirds. When the frame 
is adjusted so that it extends to the level of the frac- 
tured vertebra, supporting the entire lower frag- 
ment, it is raised by means of a screw and the upper 
fragment is allowed to bend posteriorly to the bed. 

When correction has been continued on this bed as 
long as necessary a new type of body cast is applied. 


4 
¥ 
Ses 
er 
ut 
le- 
ler 
nt 
on 
it 
Ww. 
or 
rae 
of | 
in 
| 
id | 
n- 
id | 
ts 
h 
re 
e 
d 
d 
€ 
ad 
| 
J 
J 


350 INTERNATIONAL ABSTRACT OF SURGERY 


This cast is applied on a horizontal frame with a bar into an oblong window which is cut on the dorsum of 
pressing forward on the deformity protected by a the cast with its upper edge at the apex of the de. 
thick pad of saddler’s felt, while the upper fragment, _formity. 

i.e., the dorsal spine, is held horizontal and the lower This cast is worn from six to twelve months, de. 
fragment is thrown forward as much as the angle of _ pending upon the patient’s age and the duration 
the deformity. The weight of the patient’s body of the deformity. Internal bony fixation is yp. 
then tends to throw the lower fragment backward _ necessary. Davw R. TELsox, M_D, 
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Abrahamsen, H.: Injuries of the Nerves of the 
Arm (Ueber Schaedigung der Armnerven). Ugesk. 
f. Leger, 1922, |xxxiv, 295. 


NERVOUS SYSTEM 


which radicotomy was done. Neither did he find 
the operation always beneficial in cases of radic. 
ulitis. Rebellious zona seems a good indication for 
The author differentiates between primary and posterior radicotomy. In cases of painful stump 
secondary lesions of the nerves, the former due to Leriche has had one good result and one failure. 
fractures and other injuries and the latter to pres- For this condition he believes radicotomy should be 
sure from callus formations, aneurisms, etc. Twenty- the last resort, chordotomy being preferable. 
five per cent of all nerve injuries in the arm are In cases of neuralgia due to neoplastic compres. 
lesions of the radial nerve. The median and ulnar sion radicotomy sometimes gives excellent results, 
nerves are involved in only 12 and 8 per cent and at other times only temporary benefit. It is 
respectively. Secondary lesions are more common in_ indicated when the pains are clearly localized; but 
children than in adults, especially in fractures of — in cases of poorly localized pains it is less efficacious. 
the diaphysis and near the elbow. The median In spasmodic paralyses, and especially in Little's 
and ulnar nerves are less exposed to injuries from disease, section of the roots should not be done if 
fracture. Nerve lesions occur frequently also in there is any cerebral taint or the spasmodic phenom- 
dislocation of the humerus and elbow. Among the ena are evidenced particularly in the upper limbs. 
laboring classes the open primary lesions due to In the less severe cases great improvement can be 
puncture injuries are the most common, whereas in obtained if the operation is performed at the age of 
children a greater number of subcutaneous lesions 13 Or 14 years. 
are observed. The results of the operation are particularly inter- 
In the author’s opinion every incisional wound — esting in the spasmodic paralysis following certain 
should be examined under anesthesia if an injury types of meningitis. 


of the nerve is suspected. In conclusion Leriche states that there need be 
Three cases are reported. Spitzy (Z). no fear as to the solidity of the laminectomized 
spinal column. W. A. BRENNAN. 
Leriche, R.: The Indications for Posterior Radicot- 
omy Based on Twenty-Five Cases (Des indica- Jianu, J.: Contributions to the Surgery of the 
tions de la radicotomie postérieure, 4 propos de Sympathetic Nervous System (Beitraege zur 
vingt-cing observations). Lyon chir., 1922, xix, 647. Sympathicuschirurgie). Spitalul, 1921, xli, 312. 
Seventeen of the twenty-five cases discussed in In three cases of dry gangrene of the leg Jianu 


this article were first reported in 1914. In these resected from 15 cm. to 20 cm. of the plexus peri- 
seventeen cases there were four deaths. Three of femoralis, from Hunter’s canal upward to Scarpa’s 
the deaths Leriche believes could have been pre- triangle, and even the plexus femoralis profundus. 
vented by better technique. Allofthe other patients Because of the resultant paralytic vasodilatation 
operated upon recovered with only very few and much more of the leg was saved than is usually 
slight postoperative complications. possible. There was no recurrence. 

Intradural radicotomy in one stage is not a In two cases of gastric crises in tabes Jianu extir- 
hazardous or difficult operation, but takes much pated the splanchnic nerves and the semilunar 
time. In Leriche’s twenty-five cases it was per- ganglion according to the method worked out by 
formed for the following indications: crises of tabes, Gomoin. After laparotomy and division of the 
seven; radiculitis, two; pachymeningitis, one; pain gastrohepatic ligament, the liver (the spigelian 
due to neoplastic compression, three; painful stumps, lobule) and the lesser curvature were drawn well 
two; rebellious zona, one; Parkinson’s disease, upward and down, to expose the inferior vena cava 
three; sclerosis en plague, one; and spasmodic and, on the left side under the peritoneum. the 
paralysis, five. great splanchnic nerve. The latter was then fol- 

Four of the operations were cervical radicotomies, lowed upward to the diaphragm and extirpated 
nine were dorsal, five were lumbar, and seven along with Lobstein’s ganglion by means of a pincette. 
the terminal cone. Twenty-one of the operations Lateral to it and behind the cava is found the lesser 
were intradural and four were extradural. splanchnic nerve. This was treated in the same 

Leriche did not observe the definite disappearance manner. Below, these two nerves lead to the right 
of tabetic crises in any of his seven cases of tabes in semilunar ganglion. This ganglion was extirp ited 
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and the efferent fibers of the solar plexus and 
the pncumogastric nerve were divided. 

In a case of glaucoma and trigeminal neuralgia 
Jianu performed a unilateral cervicothoracic sym- 
pathectomy by Jonnesco’s method with excellent 
results. STOIANOFF (Z). 


Kleinschmidt, O.: Sciatic Phlebalgia and Sciatica 
(Ueber Phlebalgia ischiadica und Ischias). Klin. 
Wehnschr., 1922, i, 1730. 

According to Reinhardt, sciatic phlebalgia may 
be caused by varices within or on the surface of the 
nerve, and involving its entire course or only a cer- 
tain section. 

The clinical symptoms are gradually developing 
pain in the foot and calf, fatigue, and cramps, which 
disappear at night and when the leg is elevated. In 


contrast to this, the pain of sciatica is severe, 
appears suddenly first in the gluteal region, and is 
aggravated (Lasségue) rather than decreased when 
the leg is elevated; in addition, there are neuritic 
symptoms (sensory disturbances, atrophy, and 
pressure points). Similar symptoms may be pro- 
duced by secondary changes in the blood vessels 
along the sciatic nerve due to thrombosis, phlebitis, 
and advancing sclerosis. 

The author reports two cases of the latter type. 
Inone, thesciatic nerve was enclosed in an indurated 
sheath penetrated by thrombosed vessels, while 
in the other there were varices around the tibial and 
peroneal nerves which became inflamed and caused 
severe neuritic symptoms in the region of these 
nerves. Both patients were cured by operation. 

Riess (Z). 


MISCELLANEOUS 


CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Krainz, W.: A Case of Papillomatosis of an Abscess 
Cavity (Ueber einen Fall von Papillomatosis einer 
Abscesshoehle). Frankfurt. Zischr. f. Path., 1922, 
XXViii, 592. 

This article is a detailed histologic description of 
a papillary tumor the size of a fist, which developed 
during the course of twenty years in an abscess 
cavity of the buttock in a 40-year-old woman and 
was removed at operation. Especially worthy of 
notice was the markedly atypical development of 
epithelium upon the papilla, which was traced by 
the author to the ingrowth of the epithelium of the 
skin into the abscess cavity. The most important 
factor in the development of the papilla was the 
epithelium. 

Healing took place by first intention, without re- 
currence or the formation of metastases, according 
to later reports from the attending physician. 

MEYER (Z). 


Wassmer, E.: The Elective Fixation of Radium- 
Colloidal Substances on Embryonic and Neo- 
plastic Cells and Its Importance in the Diag- 
nosis and Treatment of Cancer (La fixation 
élective des substances radiumcolloidales sur les cel- 
lules embryonnaires et néoplasiques; son importance 
dans le diagnostic et le traitement du cancer). Bull. 
Acad. de méd., Par., 1922, Ixxxviii, 146. 


Wassmer, the director of the Swiss Radium 
Institute at Geneva, reports a new method for the 
diagnosis and treatment of cancer which consists in 
the elective physicochemical fixation of radium- 
colloidal substances on embryonic cells in general 
and especially neoplastic cells. 

Experiments carried out for some time showed 
that, when introduced into the circulation of preg- 
nant guinea pigs, the atomic corpuscles of radium- 
colloidal substances become electively fixed on the 


embryo. The fixation was demonstrated by a 
curiegraphic picture of the embryo. The author 
verified this elective fixation in clinical cases of 
primary tumors and metastases by injecting radium- 
colloidal substances both intravenously and directly 
into the tumors and then examining the curie- 
graphic images of the tumors. 

A case reported was that of a woman with an 
endothelioma of the left parotid region with meta- 
stasis in the pre-auricular glands. Intravenous in- 
jections followed by local injection into the glands 
enabled the author to obtain a curiegraphic picture 
of the primary tumor and a second picture showing 
a metastasis at the base of the brain. Further in- 
jections were followed by a decrease in the size of 
the tumor and total clinical disappearance of the 
metastasis. 

Wassmer states that the method of injecting 
radium-colloidal substances is entirely new. Because 
of the affinity of the atomic and colloidal particles 
for embryonic and neoplastic cells it makes possible 
a further study of the biological chemistry of 
young and neoplastic protoplasm. It is a curie- 
graphic method which permits early diagnosis of 
deep neoplasms and their metastases. Because of 
the physicochemical fixation of the radium-colloidal 
particles on neoplasms and their metastases, it 
brings the curative agent into the very center of the 
neoplastic and embryonic cells. 

For these reasons the author believes the method 
opens up a new and very fertile field in the treat- 
ment of cancer. 

The patient whose case is reported ultimately 
died of cerebral haemorrhage. Wassmer was able 
to confirm the complete disappearance of the tumor 
in the parotid region and of the metastases in the 
neck, but he believes it is possible that the treatment 
by six intravenous and three local injections of 
radium-colloid may have favored the rupture of the 
cerebral artery which caused death. 

W. A. BRENNAN. 
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Bullock, F. D., and Curtis, M. R.: A Transplantable 
Metastasizing Chondro-Rhabdo-Myo-Sarcoma 
of the Rat. J. Cancer Research, 1922, vii, 195. 

With the exception of certain mixed tumors of 
the testis, ovary, and kidney, neoplasms containing 
striated muscle are very uncommon in man, and 
only a few have been found in animals. The rat 
tumor herein reported is apparently the first 
rhabdomyoma in a rodent to be recorded. 

The growth was found in a black and white 
female rat between 15 and 19 months old, one of a 
group which had been experimentally infested 
with cysticercus fasciolaris. When first observed, 
the tumor was about the size of a pea. In the first 
few weeks it showed practically no increase in size, 
but at the end of two months, when the animal 
was mated, it was slightly larger. The rat later 
gave birth to two young, only one of which she 
reared. During gestation the tumor grew rapidly. 

One month after gestation a fragment of tumor 
was removed surgically and used for the sub- 
cutaneous inoculation of ninety-three rats. The 
rat survived the operation thirty days, during: 
which period the tumor grew rapidly. Microscopic- 
ally the growth showed a rather complex structure 
varying in different parts. It was composed partly 
of muscle cells and fibers and partly of small round 
or polyhedral cells, suggesting embryonic cartilage 
cells. These two types of cells occurred separately 
in certain parts of the tumor, but in general were 
freely intermixed, one or the other predominating. 

Scattered through the tumor were large and small 
islands of cartilage. The central parts of some of 
these islands consisted of differentiated cartilage 
cells, while the cells comprising other islands were 
solely embryonic in type. The cartilaginous islands 
showed a marked tendency toward necrosis. 
Embedded in the tumor were several small trabec- 
ule of osteoid tissue. The tumor was rich in blood 
vessels consisting largely of dilated capillaries. 

Transplantation of the tumor was successful and 
is now in the eighteenth generation. In its initial 
difficulty of propagation this tumor resembled a 
carcinoma rather than a sarcoma. Of the grafts 
introduced subcutaneously into the ninety-three 
rats of the first generation only three produced 
tumors, and only five tumors were obtained from 
the forty-eight rats of the second generation. In 
the third generation, however, the inoculation was 
successful in 80 per cent of the cases, and in the 
subsequent generations there was a moderate to 
high percentage of takes. 

Unlike most other rat sarcomata, this tumor on 
transplantation grew progressively in almost every 
animal in which a graft became established. 

In conclusion the author describes the tumor 
briefly as a chondro-rhabdo-myo-sarcoma of the 
sternum, a transplantable metastasizing tumor in 
which cross-striated muscle fibers have persisted 
through fifteen generations although the cartilag- 
inous elements early lost their power of differentia- 
tion. Georce E. M.D. 
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BLOOD 


Loehr, W., and Loehr, H.: The Changes in the 
Physicochemical Structure of the Blood 
Plasma with Accelerated Sedimentation of 
the Blood Cells Following Treatment with 
Irritants, Surgical Operations, and Diseases 
(Ueber die Veraenderung der physikalischchemischen 
Struktur der Blutfluessigkeit bei beschleunigtcr Blut- 
koerpechensenkung im Gefolge von Reizkoerperther- 
apie, chirurgischen Operationen und Erkrankungen). 
Zischr. f. d. ges. exper. Med., 1922, xxix, 139 

In this study the authors attempted to determine 
the physicochemical changes produced in the blood 
plasma by injections of protein, infections, surgical 
diseases, and aseptic operations. For this purpose 
they did not use the plasma flocculation reactions of 
Sachs and von Oettingen, but employed the vis- 
cosity, refraction, and surface tension. In all of the 
experiments the determinations were made on 
plasma entirely free from hemoglobin to which 
hirudin or citrate had been added. In the use of the 
Ostwald viscosimeter, the influence of temperature 
was eliminated by means of a thermostat kept 
constantly at 20 degrees C. Hirudin was used only 
for the determination of fibrinogen and for par- 
ticularly important cases. For other determinations 
2 c.cm. of a 25 per cent solution of sodium citrate 
was added to 4o c.cm. of blood. 

Following protein injections, aseptic operations, 
and diseases an increase in fibrinogen associated 
with increased acceleration of sedimentation of the 
blood cells was first noted. Running parallel with 
the acceleration of sedimentation there was a con- 
siderable increase in the relative viscosity of the 
plasma. The surface tension in the plasma was 
decreased. By means of the Naegeli-Rohrer tech- 
nique a considerable change in the relative propor- 
tions of albumin to globulin in favor of the latter 
was observed constantly in the presence of accele- 
rated sedimentation. These changes were demon- 
strable also in the serum, but to a considerably 
less extent. 

Of the stimulations mentioned, aseptic operations 
proved to be the most effective with regard to the 
constancy of their effect and the strength of the 
reaction produced. Such regularity was not always 
observed after single injections of protein. The 
physicochemical changes became more marked the 
more extensive the surgical interference. 

TIEGEL (Z). 


BLOOD AND LYMPH VESSELS 


Matas, R.: Arteriovenous Fistula of the Femoral 
Vessels (Aneurismal Varix) on a Level with 
the Origin of the Profunda. Surg. Clin. N. Am., 
1922, ii, 1165. 

The author reports the history of a healed shell 
wound in the right thigh over which a thrill was 
felt three months after the injury. 

Palpation showed a decrease in the pulse o! the 
dorsalis pedis and posterior tibial arteries as com- 
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pared with the left side. A slight pulsation which 
was visible 234 in. below Poupart’s ligament ex- 
tended upward and downward along the femoral 
vessels; the superficial veins above and below the 
scar were decidedly enlarged when the patient stood 
up. On palpation, an intense purring thrill was felt, 
which extended upward along the iliac vessels and 
downward to the internal condyle. Auscultation 
revealed at the level of the scar a typical loud 
systolic murmur which diminished in intensity 
upward and downward along the vessels from the 
scar. A loud venous roar was loudest over the scar 
and disappeared near the umbilicus above and the 
femoral condyles below. When the tip of the finger 
was pressed over the scar, the pulsations and 
bruits ceased, showing that this was the site of the 
anastomosis. 

With the exception of these local disturbances, 
the general physical examination was negative. 
When the old scar which had remained over the 
site of the arteriovenous fistula was compressed with 
sufficient force to stop the thrill and the pulsations, 
the patient became conscious of his heart beat and 
the femoral pulse above the aneurism became 
slower. If the pressure was continued for a long time, 
he became faint and the blood pressure taken simul- 
taneously with the pulse showed an increase. The 
instant the compression was discontinued the pulse 
rate rose to normal and the blood pressure fell to 
the original standard. This sign is designated as 
“Branham’s bradycardiac phenomenon.” 

The investigation of the efficiency of the collateral 
circulation was carried out first by compressing 
the femoral artery immediately above the aneu- 
rism, and then by compressing both vessels with a 
compressor applied directly over the fistula. If 
the limb was completely exsanguinated up to the 
level of the fistula by elastic compression with an 
Esmarch bandage and the bandage kept in place 
for ten minutes while the common femoral vessels 
were occluded by compression, it was demonstrated 
that the collateral circulation had developed suf- 
ficiently to maintain a living circulation in the toes, 
foot, and leg in spite of the complete occlusion of the 
main vessels. This was demonstrated by watching 
the hyperemic wave which followed the removal 
of an elastic bandage and constrictor applied from 
the toes to the level of the aneurismal communica- 
tion. On removal of the bandage while the artery 
and vein were firmly compressed at the site of the 
anastomosis the hyperemic wave was seen to rush 
down the thigh and to the middle of the leg with 
characteristic redness, and then with less intensity 
over the lower leg and foot, lingering and spreading 
over these parts and gradually replacing the waxy 
pallor of the exsanguination. 

The operation was performed as follows: 

1. An elastic bandage and constrictor was 
applied from the toes to the upper third of the thigh. 

2. A vertical incision 6 in. long was made 2 in. 
above Poupart’s ligament and down below the apex 
of Scarpa’s triangle. 


3. Poupart’s ligament was exposed and the falci- 
form process divided. 

4. The common femoral artery and vein were 
isolated and the main artery and vein dissected to 
the level of the anastomosis, which was recognized as 
a hard, callous mass or bridge of scar firmly adherent 
to the vessels, binding and fusing them together in a 
dense, composite mass. The profunda artery was 
actively feeding the fistula; the vein also was sup- 
plied by its profunda branch. 

5. The profunda was then recognized at its origin 
from the common femoral, about 34 in. from the 
anastomosis and on the posterior side of the artery. 
The vein also accompanied it. It was too deep to 
isolate quickly, and in order to control it a flexible 
Doyen clamp was applied to compress the profunda 
midway between its origin and the fistula, thus 
effectively preventing the recurrent stream of the 
profunda from reaching the fistula. 

6. The thick, callous margin of the scar tissue 
which connected the two vessels was excised. The 
adventitia was very weak at this point. A few silk 
sutures were passed through the adventitia (not 
perforating the artery) to reinforce the weak spot. 
When the sutures were tightened the bulge complete- 
ly disappeared. The fistulous opening in the vein 
was sutured with a fine milliner’s needle. 

7. The falciform ligament was not sutured, giv- 
ing additional cover to the artery and vein. The 
hyperemic reaction which had spread rapidly to 
the toes after the removal of the constrictor left 
behind it a uniform pink, normal, living color. The 
pedal pulses were felt just as before the operation. 
A few minutes after the separation of the vessels 
and the restoration of the circulation to its normal 
channel the radial pulse rose rapidly from go to 
110, then to 120, and finally reached the maximum 
speed of 130. After ten minutes, it descended until 
it reached the level of 118 and later 100. 

It is possible that the sudden displacement of a 
large volume of blood into the limb on release of 
the constrictor may have contributed to the post- 
operative tachycardia through a momentary fall 
in the blood pressure. 

Because of the collateral circulation through the 
branches of the internal iliac, it is only by direct 
compression of the abdominal aorta above the bi- 
furcation or elastic circular compression around the 
waist when the subject is thin that a completely 
ischemic field can be obtained in the iliofemoral 
region. 

A few fundamental guiding principles to be ob- 
served are: 

1. The suppression of the communicating chan- 
nel or fistula without sacrifice of the vessels in- 
volved. 

2. Prophylactic hemostatic control. 

3. Knowledge of the behavior of the peripheral 
circulation on suppression of the circulation in the 
main vessels at the site of the fistula whenever this 
is accessible to compression. 

Morris H. Kaun, M.D. 
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Leriche, R.: The Technique of Peri-Arterial Sym- 
pathectomy and Some New Indications (La 
technique, et quelques indications nouvelles de la 
sympathectomie periarterielle). Presse méd., Par., 
1922, Cii, 1105. 


A number of investigators who have performed 
experimental peri-arterial sympathectomy upon ani- 
mals have failed to observe the immediate de- 
crease in the size of the vessel described by Leriche. 
Leriche answers these criticisms by stating that, 
with one exception, he too has never observed this 
phenomenon in any of the usual laboratory animals. 
One dog upon which he performed the operation 
showed immediate shrinkage of the artery but this 
could never be repeated. Leriche believes, therefore, 
that the results of peri-arterial sympathectomy can 
be studied only in man. 

When the operation is performed upon normal 
arteries it is without danger. When the vessels are 
atheromatous, and especially in cases of senile 
gangrene, great conservatism is necessary. In the 
beginning, Leriche regarded it as necessary to per- 
form the sympathectomy over 8 to 12 cm. of the 
vessel surface but he now lessens the extent of the 
operation. 

Particular attention is called to the immediate 
local constriction of the vessel with secondary 
peripheral vasodilatation which follows excision of 
the sympathetic plexus about the vessel. These two 
phenomena distinguish the peri-arterial sympa- 
thectomy from simple arterial denudation. Follow- 
ing the operation there is a definite peripheral 
vasodilatation with an increase in the arterial pres- 
sure and an elevation of temperature. Inthe author’s 
opinion this operation is applicable to numerous 
conditions, dermatology in particular, and diseases 
of the glands of internal secretion, especially those 
associated with a decrease of secretion. 

Loyat E. Davis, M.D. 


Mayo, W. J.: The Significance of Lymphatic In- 
volvement in Infections. J. Am. M. Ass., 1923, 
Ixxx, 221. 


In the light of various experiences in the Clinic 
the author studied the relation of the lymphatics to 
the ultimate prognosis in tuberculosis, svphilis, and 
cancer, all introduced from without through the 
protective mechanism of the body, and two of which, 
tuberculosis and syphilis, have identifiable foreign 
causative agents. He states that we must ever 
remember Cohnheim’s original observation that the 
source of a given infection can be detected if the 
sentinel lymphatic gland first showing enlargement 
can be located. 

Besredka has confirmed the experimental work of 
Noetzel on anthrax. Noetzel demonstrated that 
rabbits and guinea pigs tolerate large numbers of 
anthrax bacilli injected directly into the blood or 
the peritoneal cavity without contaminating the 
cutaneous tissues, amounts which would cause a 
fatal anthrax infection if injected into the skin 
tissues which are rich in lymphatics. This shows 


that there is a definite relation between the site of 
the infecting organisms and their toxic effect, and 
discloses an inviting field for research. 

Many of the most able exponents of the treatment 
of tuberculosis believe that if it is possible to remove 
the primary tuberculous focus where the bacillj 
enter the protective mechanism of the body, 
become adapted, and first involve the lymphatic 
system, the secondary processes will thereby be 
rendered much more amenable to treatment. These 
investigators evidently believe that, as Rosenow has 
found to be the case with many types of bacteria, 
the strain of tubercle bacilli becomes more or less 
specific to the individual. Surgical experience jn 
the removal of localized tuberculous deposits gives 
some stability to this opinion. 

The facts in relation to spirochetal involvement 
of the lymphatics are less easy to ascertain, but 
evidence shows that in a high percentage of cases 
the lymph nodes fail permanently to check the 
progress of the disease. There is much evidence 
suggesting that the glands may act as secondary 
foci in the distribution of spirochetes, while the 
defence reaction developed by their presence in the 
lymph nodes is to a considerable extent protective 
against the action of remedial agents. We know that 
in the spleen, which is a lymphoid organ, spiro- 
chetes are protected against remedial agents under 
certain conditions, that an arrest in progressive 
syphilis and remarkable improvement in the coin 
cident anemia follow the removal of the spleen, and 
that in such cases spirochetes are to be found in the 
spleen. 

Rosenow’s observations and experiments show- 
ing the specificity of organisms in relation to their 
secondary effects apply to syphilis. Fifteen varieties 
of spirochetes have been found experimentally, each 
seemingly with individual characteristics which can 
be shown in the living animal as well as in the test 
tube. 

From various investigations made to determine 
the ultimate results following operation for carci- 
noma, particularly those of Sistrunk and Bloodgood, 
it can be said that the curability of cancer following 
operation for growths which can be locally removed 
depends more on the glandular involvement than on 
any other one factor. It would be conservative to 
say that two-thirds of all cases of removable cancers 
in which there is no glandular involvement will 
remain cured, and death due to subsequent local 
extension or blood transmission will result in only 
one-third. 

One may even say that, other things being equal. 
the prospects of a cure of cancer depend more upon 
the lymphatic richness of the part affected than 
upon any other one factor. In from 80 to 85 per 
cent of cases of cancer of the body of the uterus. 
which is poor in lymphatics, hysterectomy results 
in a five-year cure, but in cases of cancer of the cer- 
vix, which has a rich lymphatic supply, it gives a 
five-year cure in only 25 per cent. Because of the 
sparseness of the lymphatics, a five-year cure fol!ows 
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operation in 50 per cent of the cases of cancer of the 
large intestine. Incurability of carcinoma of the 
colon is more often due to secondaries in the liver 
caused by emboli broken off from cancer-infected 
venous thrombi than from carcinoma of the glands. 
In carcinoma of the stomach, which has a rich supply 
of lymphatics, a cure is obtained by radical opera- 
tion in only 25 per cent of the cases. 

The lymphatics are a system of absorbents. 
Twenty vears ago Charles H. Mayo emphasized the 
fact that the lymphatics reach the height of their 
activity in adolescence, and like the tonsils, the 
spleen, and other lymphoid structures, slowly retro- 
gress. This fact explains the relative curability, 
decade by decade, of carcinoma in the aged as con- 
trasted with the rapid growth of malignant disease 
in the young. 

The toxic agents are commonly distributed in 
three ways: through the blood, the distribution 
being exceedingly rapid; through the lymphatics, 
the distribution being slower; and by local extension 
from a pathologic lesion. 

The arterial part of the capillary has greater pres- 
sure than the tissues, and the tissues have greater 
pressure than the venous part. The point should be 
emphasized that normally the blood capillaries pick 
up only molecular substances or extremely fine 
subdivisions, soluble in water, below the colloid 
dimensions. With the exception of the gastro- 
intestinal tract and liver (portal system), the blood 
capillaries are not normally pervious to colloidal 
substances, but these larger particles are taken up 
by the endothelial cells which act as phagocytes 
and by amoeboid movements carry them into the 
lymphatics. Generally it is the function of the 
lymphatics as absorbents to pick up material sub- 
stances insoluble in water, such as bacteria, pro- 
tozoa, and cancer cells, which are too large to enter 
the blood capillaries. This absorption is effected 
through the agency of phagocytes which reach the 
lymphatics by diapedesis. The reactions in the 
lymph nodes represent the struggle of the gland to 
detoxicate the pathologic agents. 

There are no lymphatics in the liver other than 
in the portal connective-tissue spaces. The star- 
shaped cells of Kupffer are endothelial cells with 
phagocytic properties lining the blood channels 
and sinuses of the liver. There is very little evidence 
to show that Kupffer’s cells differ in function from 
similar phagocytic endothelial cells lining the blood 
sinuses in the spleen, lymph nodes, and other or- 
gans. 

The voluntary muscles have no lymphatics out- 
side the connective-tissue spaces of the muscle 
sheaths, a fact which accounts for their remarkable 
resistance to infection. 

Herring and MacNaughten conclude that the lym- 
phatics are probably not so numerous as is often 
believed, and that they are almost always confined 
to the true connective tissues. They have shown 
that the lymphatics are concerned with the absorp- 
tion of solids and material which is insoluble in 


water, while the blood capillaries are concerned 
mainly with the absorption of material which is 
soluble in water. 

The influence of secondary septic infection on the 
lymphatic manifestations of tuberculosis, syphilis, 
and carcinoma can hardly be overestimated. The 
tuberculous patient seldom dies from tuberculosis 
unless the infectious products are confined, pro- 
ducing injurious pressure, as on the brain; death re- 
sults rather from the associated sepsis. When there are 
septic complications of tuberculous processes which 
are removable, the prospect of cure or improvement 
is greatly enhanced. In cases of tuberculosis it is 
very important to eradicate all foci of infection in 
the tonsils, teeth, etc. 

In syphilis the prospect of successful lymphatic 
defense is not good, anda greater or small number of 
spirochetes escape from the lymphatic glands into 
the circulation. Undoubtedly there is more or less 
individual immunity to syphilis, but permanent 
arrest of the condition depends largely on specific 
medication, such as arsphenamin and mercury, 
rather than on spontaneously produced immuniza- 
tion. The removal of foci of infection and septic 
complications of syphilitic infection has been shown 
to be of great influence in aiding the arrest of the 
disease by appropriate treatment. 

In cancer the prospect of successful glandular 
defense against the extension of the disease is ex- 
ceedingly poor. There is reason to believe that in 
individual cases there is a certain immunity to 
cancer. 

Clinical and pathologic experience teaches that 
in a large majority of cases carcinomatous involve- 
ment of glands means incurability of the disease. 
It is true that glandular defense may be efficient 
for a prolonged period, but when the lymphatics are 
involved in the cancerous process ultimate cure is 
confined to a small group of cases. 

Experience has taught us the advisability of re- 
moving the primary source of the disease wherever 
possible, whether or not all of the involved lymph 
nodes can be extirpated, especially if the disease is 
situated in a septic region such as the stomach, 
intestines, and rectum. A palliative resection, even 
if all the enlarged glands cannot be removed, will 
often add three years or more of comfortable exist- 
ence. The author has had patients for whom 
palliative resection of the stomach was performed 
without removal of all the infected glands, who 
lived for three or more years in comfort and apparent 
health. This occurred also in cases in which the liver 
contained metastatic carcinomatous nodules. Pal- 
liative operations which remove the primary source 
of the disease may permit the body’s defense to 
exert its full strength on the glandular and other 
secondary lesions. 

Not all enlarged glands associated with cancer, 
especially in septic situations such as the gastro- 
intestinal tract, are due to carcinoma. The glands 
may enlarge if a benign lesion, such as a chronic 
ulcer, precedes the carcinomatous change. Chronic 
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sepsis involving the glands is not infrequent; the 
glands may become so extremely hard as to appear 
malignant. This condition is quite constant in car- 
cinoma of the large intestine. 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 


Churchman, J. W.: The Reverse Selective Bacte- 
riostatic Action of Acid Fuchsin. J. Exper. Med., 
1923, XXXVii, I. 


The selective bacteriostatic activity of gentian 
violet is now a well-established fact. If bacteria are 
exposed to this dye and planted on plain agar all the 
more common Gram-positive spore-bearing aerobes 
are killed even by relatively short exposure. What is 
true of gentian violet is true also in greater or less 
degree of other basic dyes of the triphenylmethane 
group. 

The term ‘reverse selective activity” is used in 
this article to indicate a bacteriostatic property 
whose selective feature is the reverse of that of 
gentian violet. 

The author discusses the activity of acid fuchsin 
and allied sulphonated substances under three head- 
ings, viz., penetration, chemical affinity, and method 
of ionization. 

1. Penetration. The simplest explanation for the 
behavior of gentian violet and acid fuchsin toward 
bacteria is that the whole process is simply selective 
penetration. Gentian violet certainly penetrates 


Gram-positive bacteria, which it kills, more readily 
than Gram-negative bacteria, which it does not kill. 
That is to say, it penetrates the living organisms; 


tests of its staining power on fixed smears are of no 
value in this connection. The author found that 
gentian violet kills spores although it penetrates them 
little if at all, and by longer exposure may be made 
to penetrate Gram-negative bacteria which grow 
even when deeply stained. While under ordinary 
conditions of experiment, gentian violet is non-toxic 
for Gram-negative organisms, it may be made toxic 
for them by slightly increasing the temperature. 
Acid fuchsin also penetrates Gram-positive spore- 
bearers almost as readily as it penetrates those 
which are Gram-negative, but it kills the latter and 
spares the former. 

2. Chemical affinity. That the reverse selective 
activity of acid fuchsin is in some way connected 
with the SO; radical in its molecule is strongly sug- 
gested by the results of experiments. The action 
might depend not so much on the presence of the 
sulphonic group as on the method of its bonding, 
although it is exhibited by substances such as 
chromtropic acid, in which the SO; group is firmly 
attached, as well as by substances such as sulphonic 
acid, in which the bonding is very weak. 

3. Ionization. The method of ionization of the 
two groups of dyes whose action has been studied 
may explain their behavior. The fact that one group 
is basic and the other is acid is suggestive. If this 
explanation is correct, Gram-positive spore bearers 
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and Gram-negatives differ in their hydrogen-ion con. 
centration. 

The author summarizes the results of his experi. 
ments as follows: 

1. Acid fuchsin possesses a bactericidal power 
which is selective between Gram-negative and Gram. 
positive spore-bearing aerobic organisms. The s¢- 
lective feature is the reverse of that of gentian 
violet. 

2. This reverse selective activity is possessed also 
by simpler sulphonated substances and appears to be 
dependent in some way on the presence of S0, 
radicals. 

3. Selective penetration, if at all concerned in the 
behavior of gentian violet and acid fuchsin toward 
bacteria, must play a very minor réle. 

4. In the case of gentian violet the power to kill 
organisms and the power to prevent their growth 
run parallel so far as the selective feature is con- 
cerned. In the case of acid fuchsin, the bacte- 
riostatic and bactericidal selective features do not 
run parallel. 

5. Bacillus pyocyaneus, an organism resistant to 
gentian violet, is susceptible to acid fuchsin. This 
organism is the cause of annoying and persistent 
wound infections. The observations on the effect 
of the sulphonated substances may suggest a method 
of controlling these infections. 

GEoRGE E. M.D. 


Banting, F. G., Campbell, W. R., and Fletcher, A. 
A.: Further Clinical Experience with Insulin 
(Pancreatic Extracts) in the Treatment of 
Diabetes Mellitus. Brit. M.J., 1923, i, 8 


The authors have treated over fifty cases of dia- 
betes mellitus with insulin. The most striking re- 
sults were seen in children and young adults, but all 
of the patients were benefited. It is important to 
adjust the dosage of insulin so that the amount is 
sufficient to nullify the postprandial hyperglycemia 
and yet insufficient to cause a dangerous lowering of 
the blood sugar. 

At the end of the preliminary period of observa- 
tion on a fixed diet the amount of urine excreted by 
the majority of the patients with severe diabetes was 
fairly constant. This determination is most valuable 
as an indication of the amount of insulin to be em- 
ployed. In certain cases, however, the daily excre- 
tion of sugar varied and it was impossible to deter- 
mine the proper initial dose of insulin. Under such 
circumstances it is advisable to begin with a moder- 
ate dose and increase it gradually until the desired 
effect is obtained. 

After the patients were freed from glycosuria and 
ketosis they were permitted to use an adequate basal 
ration. Asa rule they then felt so well that they de- 
manded increased food because of a desire to exer- 
cise. Other factors which must be decided are the 
patient’s most suitable weight and condition of nu- 
trition and the means which should be employed to 
attain them; also to what extent work should be 
allowed. In the cases of stout patients it seemed un- 
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wise to allow an increase in weight; reduction of the 
weight was effected by decreasing the fat intake. In 
the cases of emaciated patients some increase in 
weight was believed desirable on account of the 
associated improvement in the general condition, 
resistance to infection, etc., even though an increased 
amount of insulin was required. The results of the 
experiments are summarized as follows: 

r. Under treatment with insulin in cases not 
otherwise amenable to treatment glycosuria is abol- 
lished; ketones disappear from the urine and the 
blood: the blood sugar is markedly reduced and 
maintained at normal levels; the alkali reserve and 
alveolar carbon dioxide in cases of acidosis and coma 
return to normal; the respiratory quotient shows 
evidence of increased utilization of carbohydrates; 
and the cardinal symptoms of diabetes mellitus are 
relieved, well-marked clinical improvement being 
noted. 

2, Insulin is a specific in the treatment of diabetic 
coma. 

3. Hypoglycemic reactions following the ad- 
ministration of insulin are relieved by the adminis- 
tration of carbohydrates and by the injection of 
epinephrin. GeorcE E. Berry, M.D. 


Turrell, W. J.: Treatment by Diathermy. Brit. 
M. J., 1923, i, 143- 

The first effect of diathermy is an increase in the 
temperature of the part treated; the later effects 
are relaxation of the tissues and dilation of the blood 
vessels with a consequent increase in the blood 
supply to the part treated. The therapeutic effects 
of diathermy are therefore explained by the lower- 
ing of the blood pressure, the relaxation of spasm 
with the relief of pain, and the improved nutrition 
of parts whose blood supply has been deficient. 

It is in the relief of spasm and pressure, and there- 
fore of pain, that diathermy finds one of its im- 
portant indications in clinical practice. Neuritis, 
deep-seated pain such as that associated with 
dysmenorrhoea, the spasm of a ureter excited by the 
passage of a calculus, the hypertonicity of the lum- 
bar muscles in lumbago, or of the neck muscles in 
torticollis, the muscular rigidity of local tetanus, 
the pain of a recently sprained ankle, are usually 
markedly relieved and often cured by this treat- 
ment. Atrophic conditions improve very much 
because of the nutritional effects of the increased 
blood supply. 

In surgical diathermy the heat is concentrated on 
one spot, while in the medical applications it is dis- 
tributed over a large area. Surgical diathermy 
differs from the destruction of tissue by heated irons 
or the Paquelin cautery in that, when properly 
applicd, it effects destruction by heat coagulation 
rather than by charring or incineration. 

Intravesical growths, hemorrhoids, benign or 
malignant superficial growths, lupus, moles, en- 
larged tonsils, navi, etc. are suitable for this treat- 
ment. Diathermy is also a delicate and efficient 
method for depilation. SAMUEL Kaun, M.D. 
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Gassul, R.: Homoplastic Transplantation of Ex- 
plants from Adult Frog’s Skin (Homoplastische 
Transplantation von Explantaten aus erwachsener 
Froschhaut). Deutsche med. Wchnschr., 1922, xlviii, 
1163. 


The author placed frog’s skin in the plasma of the 
frog, rat, chicken, and guinea pig, and in human 
blood plasma, and after varying intervals grafted 
this tissue upon the animal in whose serum it was 
placed. 

The transplantation to the frog was success- 
ful; the remaining so-called homoplastic transplants, 
after three to five days of apparent healing, were 
desquamated. The author draws the conclusion, 
nevertheless, that the superficial tissue in a hetero- 
geneous medium develops heterogeneous charac- 
teristics, and considers it well worth while to deter- 
mine whether heteroplastic tissue in a homo- 
geneous medium will act as homoplastic tissue. 

MEYER (Z). 


Torraca, L.: The Accumulation in the Peritoneal 
Cavity of Gases Injected into the Veins (Sull’ 
accumolo nella cavita peritoneale dei gas iniettati 
nelle vene). Riforma med., 1922, xxxviii, 1205. 


In a previous article the author reported experi- 
ments demonstrating that oxygen injected into the 
jugular vein may accumulate in the peritoneal 
cavity. In this article he states that,the same phen- 
omenon occurs when nitrogen and carbon dioxide 
are injected. The experiments were made on guinea 
pigs. The only important difference observed was 
that the animals died much more quickly following 
the injecting of the two gases than after the injection 
of oxygen. 

Previous observers believed that the injected 
gas traverses the pulmonary circle, spreads to the 
left heart, and reaches the subperitoneal vascular 
territory through the arterial network. Torraca 
believes the mechanism may be different because in 
many cases a very large quantity of gas is found in 
the inferior vena cava and its branches (especially 
the renal veins) as compared with that found in the 
left heart and the arteries, and because the quantity 
of gas which can be made to collect in the peritoneum 
by increasing the pressure and duration of the injec- 
tion compares well with that contained in the left 
heart and the arteries. 

The assumption seems permissible that the gas 
reaches the right auricle from the superior vena cava 
whence it spreads into the underlying ventricle and 
then passes into the inferior vena cava and by the 
retrograde route into the venous system of the lower 
part of the body. In this way it reaches the sub- 
peritoneal regions directly by the venous system 
and enters the peritoneal cavity by passing through 
the venous walls. This view is supported by the 
fact that the phenomenon can be produced in the 
cadaver. W. A. BRENNAN. 
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Olivier, E.: The Topography of the Nerves of the 
Brachial Plexus and Axillary Vessels at their 
Entrance into the Subclavicular Space (Note 
sur la topographie des nerfs du plexus brachial et des 
vaisseaux axillaires 4 leur entrée dans le creux sous- 
claviculaire). Presse méd., Par., 1922, cii, 1108. 

The divergence of opinion relative to the anatomi- 
cal relation of the cords of the brachial plexus to the 
axillary vessels led the author to investigate this 
question. Opposite the first rib the axillary artery 
is situated lateral to the vein and is separated from 
the subclavicular muscle and the vein by the nerve 
to the pectoralis major muscle. At this point it is 
very difficult to ligate the artery as it is partially 
overlapped by the vein medially and is closely asso- 
ciated laterally with the medial and posterior cords 
of the brachial plexus. Here the cords of the plexus 
lie lateral to the artery and are intimately bound 
together. 

Distally they gradually course from without medi- 
ally and from a superficial to a deeper plane. The 
lateral cord is most superficial, closely adherent to 
the under-surface of the subclavicular muscle, and 
in the same plane as the large subclavicular lym- 
phatic gland. Lateral to this cord lies the subscapu- 
lar nerve. Behind it and in a deeper plane is the 
nerve to the serratus anterior muscle. Immediately 
below it and medial to the lateral cord lies the 
medial cord of the plexus. This structure is crossed 
anteriorly by the nerve to the pectoralis major which 
has divided into two branches. The posterior cord 
lies upon a deeper plane and in the angle formed by 
the axillary artery and the first rib. Gradually it 
comes to lie between the artery and the upper surface 
of this rib. 

In ligating the artery beneath the clavicle it is 
therefore necessary to exercise great care in sepa- 
rating the overlying structures and in passing the 
ligature to avoid injuring the posterior cord of the 
plexus. LoyaL E. Davis, M.D. 


Felix, W.: Anatomical, Experimental, and Clinical 
Investigations Concerning the Phrenic Nerve 
and the Innervation of the Diaphragm (Ana- 
tomische, experimentelle and klinische Untersuch- 
ungen ueber den Phrenicus und ueber die Zwerch- 
fellinnervation). Deutsche Ztschr. f. Chir., 1922, 
clxxi, 283. 

In the present research the author has brought 
forward the following questions: (1) To what vis- 
cera does the phrenic nerve furnish the sensory 
nerve supply, and what is the nature of this sensa- 
tion? (2) What is the significance of the connection 
between the phrenic and sympathetic? (3) How is 
the musculature of the diaphragm innervated, and 
what is the sensory nerve supply of its serous cover- 
ings? (4) Can the typical section of the phrenic 
nerve be so modified that it includes the accessory 
nerves which occur as frequent variations? 

The anatomical investigations undertaken to 
answei the questions consisted in following the 
course and distribution of the phrenic nerve in a 
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series of human embryos and in attempting to 
determine its communications with other nerves 
In addition, the author gives a review irom the 
literature of the variations occurring in the course 
of the phrenic, and of their topography from 4 
surgical standpoint. 

The results of these investigations are sum. 
marized in the following statements: 

1. The phrenic nerve furnishes the sensory nerye 
supply to the diaphragmatic pleura and to the peri. 
toneum covering the diaphragm. It does not give 
any branches to the pericardium. The diiphrag. 
matic pleura and the peritoneum covering the 
diaphragm contain sensory fibers from the phrenic 
nerve only in their central portions, and particularly 
in the lumbar portions. : 

2. In the neck the phrenic nerve receives one or 
more small branches from a plexus (plexus supra- 
pleuralis) which is primarily sympathetic and gan- 
glionated and which lies upon the dome of the pleura. 
Since branches from the last cervical and first thora- 
cic nerves take part in the formation of the supra- 
pleural plexus, the branches of the plexus which 
pass into the phrenic nerve may contain spinal 
fibers in addition to their principal sympathetic 
component. 

3. In the subperitoneal connective tissue of the 
diaphragm, particularly in the lumbar aree, the 
phrenic nerve anastomoses with the sympathetic 
nerve. At that point there is an essentially sym- 
pathetic ganglionated plexus called the “plexus 
phrenicus.”” Branches of the ceeliac plexus, the 
phrenic ganglion, and numerous sympathetic ganglia 
participate in its formation. 

4. Since all the branches of the phrenic nerve 
which have sensory endings in the serous coverings 
of the diaphragm communicate with the sym- 
pathetic, it is possible that the sensory branches of 
the phrenic nerves are formed of sympathetic fibers. 
Since a few of the motor branches of the phrenic 
communicate with the sympathetic, it is possible 
that the sympathetic also carries fibers for the mus- 
culature of the diaphragm. 

5. In its entire course the phrenic nerve contains 
non-medullated sympathetic fibers. They lie united 
in bundles in the periphery of its transverse section. 

6. The lowest intercostal nerves (eighth to twelith) 
take part in the sensory innervation of both the 
serous coverings of the diaphragm. They innervate 
aribbon-like strip upon that portion of the diaphragm 
which takes origin from the ribs. 

7. The twelfth intercostal nerve supplies motor 
fibers to the serration of the diaphragm coming 
from the twelfth rib. This may also be establi-hed 
embryologically since the isolated absence oi this 
serration in a case of congenital hernia of the 
diaphragm points to a special innervation. 

The author gives the following summary o! the 
variations and topography of the phrenic nerve 

Among the variations of the phrenic nerve 
there are two of especial importance for the surgeon. 
First, certain portions of the phrenic trunk ‘ay 
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take an abnormal course (accessory phrenic), and 
therefore are not divided in section of the phrenic 
nerve. Secondly, these accessory nerves may take 
the form of a single nerve at the lateral border of 
the scalenus anticus. This is a rare variation. A 
number of anatomical facts suggest that the opera- 
tive exposure of the phrenic nerve above the omo- 
hvoid muscle is more practical than that below. 

“The clinical part of the work attempts to answer 
the following questions: (1) What is the basis of 
the generally accepted conception as to the sensory 
function of the phrenic nerve? (2) What is the sig- 
nificance of the connection between the sympathetic 
and phrenic nerves? (3) In using local anesthesia 
in intrathoracic operations must the phrenic nerve 
be blocked in order to anzsthetize the parietal 
pleura, the pericardium, and the peritoneum cover- 
ing the diaphragm? (4) Can section of the phrenic 
nerve be so modified that all of its motor fibers as 
well as those of the accessory phrenic nerves for 
the half of the diaphragm concerned will be divided? 

On the basis of his own experimental investiga- 
tions with stimulation of the central stump after 
section of the phrenic nerve, and from his own clini- 
cal observations the author concludes that the 
phrenic nerve is able to transmit impulses central- 
ward, and that this is the explanation of the long- 
recognized shoulder pains in affections involving 
the course and distribution of the phrenic nerve. 
Pain in the summit of the diaphragm and in the 
upper abdomen, on the other hand, is to be ascribed, 
not to the phrenic nerve, but to the intercostal 
nerves. Moreover, the author comes to the con- 
clusion that the sensory function of the phrenic 
depends upon the sympathetic fibers it contains. A 
stimulation of the sympathetic serous endings of 
the phrenic nerve in the diaphragm is followed by 
the peripheral projection of sensation in the region 
of the supraclavicular nerves of the central nervous 
system. Upon stimulation of these sympathetic 
fibers of the phrenic nerve depend also the fre- 
quently occurring abnormal contractions of the dia- 
phragm, as, for example, in singultus. The answer 
to Question 3 follows from the results of the ana- 
tomical investigations. 

Finally, upon the basis of twenty-eight cases— 
among them ten cases with an accessory phrenic 
nerve -in which sections of the phrenic with sub- 
sequent exairesis (extirpation of the peripheral 
stump from the thorax) was carried out, this method 
is recommended as the safest to secure paralysis 
of half of the diaphragm. MEYER (Z). 


ROENTGENOLOGY AND RADIUM THERAPY 


Schmitz, H.: A Summary of the Determination of 
X-Ray Intensities. J. Radiol., 1923, iv, 10. 


In a previous communication the author report- 
ed investigations made by himself with regard 
to rocntgen-ray intensities. These investigations 
were carried out to determine a method of treat- 
ment for deep carcinomata which would assure the 


application of roentgen rays of a sufficient intensity 
to cause degeneration or death of the cancer growth. 
The constant factors were a maximum kilovoltage 
of 130, determined with a sphere gap in series with 
the tube terminals, a milliamperage of 5, and a 
broad-focus Coolidge tube 18 cm. in diameter. The 
variable factors were the distances from the focus 
or target of the tube to the surface of the skin, the 
ports of entry, and the filter. A summary of the 
results obtained is given in tables and the conclu- 
sions reached at that time are again presented. 

With the collaboration of Bachem, the investiga- 
tions have been extended to crest kilovoltages of 
150, 175, 200, and 220. The results are shown in a 
table. The clinical application of these results and 
economic considerations, viz., the saving of the 
tubes by the avoidance of large loads, led to the 
adoption of the following factors: maximum kilo- 
voltage, 200; milliamperage, 5; focal skin distance, 
50 cm.; field, 20 to 30 cm. square; filter, 1 mm. cop- 
per plus 1 mm. aluminum. The number of fields is 
two, an anterior and a posterior. It is necessary 
only to determine the anteroposterior diameter. 
The advantages gained by the newer method are: 

1. Shortening of the time duration of the appli- 
cation of the roentgen rays. If 5 ma. are used the 
two-field application consumes from three to four 
hours. The method using a maximum kilovoltage 
of 130 consumes from twelve to fourteen hours. 

2. Radiation sickness is not nearly as severe when 
the maximum kilovoltage is 200 as when it is 130. 
Apparently the destruction of the blood corpuscles 
and normal tissues is less severe than with the old 
method. ‘ 

3. The tumor is more rapidly resorbed, evidently 
because of the greater biological action of the short- 
wave roentgen ray. It must be assumed, though it 
cannot yet be proved, that the shorter the wave 
length of the radiation the more intense the biologi- 
cal action on the tumor cells. The gamma rays of 
radium have the shortest wave length of any radia- 
tion known. Gamma rays of radio-active substances 
cause a much more rapid regression of cancer tumor 
than any roentgen ray produced so far. 

4. The same intensities of radiation may be 
closely reproduced if the same factors, that is, kilo- 
voltage, focus skin-distance, filter, size of field, 
and tube, are employed. It is advisable, however, to 
determine the duration of the application carefully 
for each transformer and for each tube. 

Hartunc, M.D. 


Glasser, O.: Newer Investigations of the Problem of 
Roentgen-Ray Dosage. Am. J. Rocntgenol., 1923, 
x. 

In the investigations reported a sharp distinction 
was maintained between the problems of absolute 
dosage and those of relative (practical) dosage. 
The author states that the solution of the problem 
of absolute or scientific dosage on the basis of 
the mechanism of ray effect should lead to the con- 
struction of an ideal dose-measuring apparatus. 
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Mention is made of previous work done along the 
same line. A detailed description of ionization 
chambers used in the investigations is given. The 
results are presented by curves. Most of the sub- 
ject matter of the article is highly technical and 
considered from the viewpoint of the physicist 
rather than that of the physician. 

ApotpeH Hartunc, M.D. 
Failia, G.: Ionization Measurements. Am. J. 
Roentgenol., 1923, x, 48. 


During the last few years ionization measure- 
ments have assumed considerable importance in 
radiation therapy. In order that information relat- 
ing thereto may be readily available, the author has 
summarized briefly the essential facts of such meas- 
urements. He defines ionization and ionization cur- 
rents at some length and describes in detail meas- 
uring instruments used to determine their amount 
as produced by radiations from radium and roent- 
gen rays. 

It is very probable that the biological effects of 
radiation are closely related to the ionization pro- 
duced in the tissues irradiated. As the ionization 
cannot be measured directly, the attempt is made 
to correlate biological effects and ionization in the 
air of an ionization chamber. 

In conclusion, the author states that ionization 
measurements of radiation for therapeutic pur- 
poses are reliable provided the quality of the radia- 
tion and the distribution of the ionization in the 
chamber are not very different for the different 
measurements. The instrument must be properly 


designed and constructed as regards the type of 
ionization chamber, insulation, electrical shielding, 
screening from extraneous radiation, and saturation, 
and should be calibrated every day, or oftener if a 
change is suspected, by means of a radium standard. 
Hartunc, M.D. 


Smithies, F.: The Necessity for Caution in the 
Employment of High-Voltage Roentgen Rays 
as a Therapeutic Agent Against Malignant 
Disease: Acute Adrenal Insufficiency and 
ae Sequelz. Surg., Gynec. & Obst., 1923, 
XXXVI, 61. 


Medical literature contains very few, if any, 
warnings against the new high-voltage roentgen 
therapy. Articles are concerned chiefly with the 
gross effects of the treatment upon the neoplasm, 
giving scant attention to pathologic changes in 
tissues apart from those in which tumors are 
situated or to the clinical phenomena observable 
in cancer hosts. 

The case reported by Smithies was that of a 
man 58 years of age who fell on his back from a 
horse. As soreness of the back persisted, roent- 
genograms were made. The diagnosis was early 
osteosarcoma. Roentgen therapy with a voltage of 
about 230,000 was advised and accepted. Three 
séances lasting “‘several hours at least”’ were given. 
So far as could be ascertained, one treatment was 
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given through and through from the back. directly 
over the supposedly sarcomatous area, snd two 
cross-fire treatments were given from the back at 
an angle of about 60 degrees to the spine. The 
patient was then sent home. 

There were no immediate ill effects, but within g 
month, symptoms which became progressively 
worse led to a diagnosis of Addison’s disease. Death 
occurred within four months. 

In his résumé the author states that instances of 
“acute” or “fulminant”? Addison’s syndrome are 
rare, and that it is most unusual for the disease to 
develop after the age of 50 or for death to occur 
within a year. It appears to Smithies improbable 
that in the case reported the patient’s fal! caused 
acute bilateral adrenal injury and failure. The 
man was in good health when he sustained what 
seemed to be nothing more than bruises of the 
paraspinal muscles and he remained well, despite 
his slight muscular lameness, until a few weeks 
after the roentgen exposures. Thereafter his col- 
lapse was rapid. 

The proximity of the adrenals to the areas treated 
by the high-voltage roentgen rays for long time- 
intervals strongly suggests that the treatment was 
responsible for the acute collapse of adrenal func- 
tion and doubtless for the destruction of chromaftin 
tissue. 

Unfortunately autopsy was not permitted. 

ApotrH HARTUNG, M.D. 


Gaylord, H. R., and Stenstroem, K. W.: Compara- 
tive Measurements Between Radium and X- 
Rays Concerning Energy Absorbed at a Depth. 
Am. J. Roentgenol., 1923, x, 56. 


Having at their disposal an adequate amount of 
radium, and roentgen-ray apparatus capable of con- 
tinuous operation at 200,000 volts, the authors 
attempted to determine the relative penetrating 
quality of these two agencies by measurements at 
similar distances and similar distribution. The 
measurements were made with ionization chambers 
built according to the description given by Fried- 
rich. Some of the experiments made are described 
in detail and the results tabulated. 

The authors conclude that for external radiation 
such huge amounts of radium would be required to 
compete with existing roentgen equipment that the 
cost would be prohibitive. Moreover, the difiiculty 
of obtaining adequate protection from such large 
amounts would constitute an insurmountable ob- 
stacle. 

In some instances moderate amounts of radium 
in properly arranged packs will be found to meet 
special conditions better than the roentgen rays, 
but these cases are few. With the improvements 
which may be expected in the near future, the field 
of usefulness of the radium pack of moderate size 
will be increased. The advantages of the rocntgen 
rays apply only to external radiation. In cases n 
which the growth can be reached and radium or 
emanation of radium can be planted into the sub- 
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stance of the tumor the roentgen rays cannot dis- 
lace radium, but they may be usefully combined 
with the implantation. ApotpH Hartune, M.D. 


Daland, E. M.: Radium Treatment of Keloids. 
Surg., Gynec. & Obst., 1923, Xxxvi, 63. 

Many methods of treatment have been tried in 
the attempt to find a cure for keloidal growths, 
but until the appearance of light therapy none 
was uniformly satisfactory. The Finsen ray proved 
fairly effective, and the roentgen ray more so, but 
in the opinion of the author, radium is the best 
therapeutic agent thus far discovered. 

Fifty-eight cases are discussed in this article. 
Forty-cight were treated with radium alone. Many 
different methods of treatment were tried to ascer- 
tain which would yield the best results. It was 
noted that there was a fairly definite relationship 
between the age of a keloid and the amount of radia- 
tion necessary to eradicate it. Keloids in children 
responded more quickly to treatment than those in 
adults. The majority of the adults were treated 
with steel-jacketed tubes laid directly on the lesion 
or raised on 2 to 5 mm. of gauze. The average dose 
per tube was 15 mce.-hrs., and the average number 
of treatments, six. No two cases required exactly 
the same dosage. In some, to mc.-hrs. caused very 
little reaction, while in others, 30 mc.-hrs. caused 
only slight redness. Occasionally 0.5 mm. of silver 
was used when the unfiltered tube caused excessive 
reaction. 

Ten of the forty-eight cases are still under treat- 
ment. In twenty-six of the others the lesion has 


been completely destroyed. Three patients ceased 
treatment before a sufficient number of applications 


had been made. In two cases the results were 
unsatisfactory as the keloids, which were of long 
duration, were treated with too heavy filtration. 
There have been no recurrences, either in the cases 
treated by absorption doses or in those treated to 
actual destruction of the lesion. In two cases new 
keloids developed near the old ones. Every case 
treated was benefited. The first evidence of relief was 
the development of a certain degree of anesthesia in 
the lesion. Later the itching and pulling sensation 
ceased. Finally there was softening of the scar. 
In the cases treated with absorption doses there 
was less variation from the normal color of the skin. 
In a few of the cases treated with ulcerating doses 
there was telangiectasis, but this was by no means 
always a sequela. 

The author draws the following conclusions: 

1. It seems probable that every keloid can be 
destroyed by radium if a sufficient dose is used. 

2. Silver filtration (1 mm.) should be used for 
keloids of recent origin, in the cases of children, 
in the cases of persons with a dark complexion, and 
in exposed areas such as the face. The dosage should 
be from 30 to 60 me.-hrs. according to the age of the 
patient, 

3. On all other keloids practically unfiltered tubes 
shoul be used. The dosage should be from 15 to 
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30 mc.-hrs. per tube. It should be explained to the 
patient that ulceration will result from this treat- 
ment. 

4. There is no evidence to show that the destruc- 
tive doses damage the tissues so that the lesions will 
recur. There is no lessening of the tendency of the 
individual to develop keloids. 

ApotpH Hartunc, M.D. 


Levin, I., and Levine, M.: The Action of Buried 
Tubes of Radium Emanation on Neoplasias in 
Plants. J. Cancer Research, 1922, vii, 163. 


Normal tissues used in the experiments consisted 
of young and adult roots of the purple-top turnip 
and the growing tips of the tobacco plant. The 
pathologic material consisted chiefly of club roots 
artificially produced on cabbage and kohlrabi, and 
crown galls on the geranium. Capillary tubes 3 
mm. long and 0.25 mm. in diameter containing 
radium emanation were introduced into the plant 
through a small opening made by means of a 
sterile needle. 

The tube of radium emanation was left buried in 
the tissue for from one to fifteen days, the plants 
being examined carefully during that time at regular 
intervals. For controls, empty tubes of the same 
size as those containing the emanation were inserted 
into identical tissues. 

In the normal adult tissue the only perceptible 
result from the insertion of a radium emanation 
tube was complete destruction of tissue in the im- 
mediate vicinity of the tube. In the tissue beyond 
this area there was no change corresponding to that 
noted in animal tissue. Adult tissue was not affected 
by moderate amounts of gamma radiation. 

Davip R. Bowen, M.D. 


LEGAL MEDICINE 


Ottenberg, R.: The Medicolegal Application of Hu- 
man Blood Grouping: Sources of Error in 
Blood Group Tests and Criteria of Reliability 
in Investigations on Heredity of Blood Groups. 
J. Am. M. Ass., 1922, \xxix, 2137. 


The author considers Vincent’s open-slide method 
the best test for blood compatibility. To one drop 
of serum on a slide is added one crop of cell emul- 
sion. The slide is tilted and rotated gently every 
few minutes to distribute the cells evenly. Agglu- 
tination is easily seen with the naked eye in from 
one to ten minutes at room temperature. Observa- 
tion should not be longer than fifteen minutes. The 
microscope should not be used. Genuine agglutina- 
tion is always visible to the unaided eye. If the slides 
are not moved after the first fifteen minutes, the 
film may be dried, painted with a layer of collodion, 
and kept for a permanent record. 

In the test-tube method too much serum is re- 
quired and weak agglutination may be overlooked. 
The modified Wright capillary-pipette method calls 
for too much glassware and expertness. In the 
hanging-drop method with hollow ground slides 
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settling of the red corpuscles suggests massive 
agglutination. 

Sources of error in the test are: deteriorated or 
weak sera; hemolysis; incubation at 37 degrees C; 
drying; settling of the cells; microscope observation; 
dense cell emulsions; undeveloped group characters 
in children; and auto-agglutination. 

As precautionary measures the author recom- 
mends duplicate tests with different sets of test sera 
shown to be active at the time of the tests; tests of 
both the serum and the cells whenever there is 
doubt; and examinations of the cell emulsion without 
the addition of test serum. 

In studies of human heredity the accidental in- 
clusion of cases of illegitimacy can best be avoided 
if the mother of each family understands the object 
of the examinations and consents to them. 

The instances in which it is possible to predict 
the remaining parent when the children and one 
parent are known are shown in the following table. 
Children of Group 1 are disregarded because, as 
they show only recessive qualities, they ..n come 
from any combination of parents. The occurrence 
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of additional children of Group 1 does not alter the 
prediction as to the remaining parent. 


PREDICTION OF REMAINING PARENT GROUP 


Known children 


Known parent 
Group 3 


Other parent must 
Group 


be in Group: 
2or4 
20r4 
Or 4 


;or4 
20or4 
2 and 3 

2 and 3 

2 and 3 

2 and 4 

2 and 4 

2and 4 

3 and 4 

3 and 4 

3 and 4 
2, 3, and 4* 
2,3, and 4 
2,3, and 4 


4 
20or4 
+ 
,or4 
2or4 
30r 4 
20r 4 
30r4 
20r4 


*This combination of children (Groups 2, 3, and 4) has not yet been 
described in the literature. Gichner points out that its occurrence 
would depend on occasional “crossing” in the chromosomes. 


Watter C. Burkert, M.D. 
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GYNECOLOGY 


UTERUS 


Grad, H.: The Pathology of Uterine Bleeding in 100 
Analyzed Cases. Am. J. Obst. & Gynec., 1923, vi, 

From the study of the pathologic findings in too 
cases of uterine bleeding here reported it was found 
that the cases may be divided into six classes accord- 
ing to the causes of the loss of blood from the uterus. 
These causes include pregnancy, infection, neo- 
plasms of the uterus and ovaries, displacements, 
lacerations, congestion, endocrine distress, consti- 
tutional causes, and blood dyscrasias. 

In 7o per cent of the cases the pathologic changes 
in the endometrium played the most important réle 
in uterine bleeding. In thirty-four cases the chief 
cause of the endometrial pathology was infection: 
in twenty-five cases, a neoplasm; and in eleven 
cases, hyperfunction of the ovaries. 

Uterine bleeding is caused also by vascular en- 
gorgement of the uterus and adnexa and focal infec- 
tion of the generative organs. 

Pregnancy, including ectopic gestation, is a very 
important etiological factor of uterine bleeding. 
It was present in thirteen cases. 

Constitutional causes are of minor importance. 

After incomplete abortion the endometrium under- 
goes the physiologic change incident to menstrua- 
tion, but the uterine cavity may harbor retained 
secundines which cause continued uterine bleeding. 

In cases of uterine bleeding with a history of 
infection, the bleeding is due to a diseased endo- 
metrium, the adnexa remaining perfectly normal. 

Curettage of the uterus is a very important pro- 
cedure in cases of uterine bleeding, as the bleeding 
may depend entirely on the condition of the endo- 
metrium even though other pathologic entities may 
be present, such as adnexal disease, fibroids, etc. 

Two or more causes may operate in the same 
case at the same time. 

Adenoma polyposum of the endometrium is 
responsible for uterine bleeding in a large number 
of cases (at least 20 per cent) and is a distinct entity. 
Uterine glands penetrating the musculature may 
also be a cause. 

There are a certain number of cases of uterine 
bleeding in which the cause is obscure, no pathologic 
changes being found to account for the haemorrhage 
(eleven in the series reviewed). These have been 
called cases of ovarian hyperfunction. 

In a certain number of cases the uterine bleeding 
depends on displacements and lacerations causing 
vascular engorgement and “focal infection.” 

Submucous fibroids cause uterine bleeding by 
bringing about changes in the endometrium over- 
lying the neoplasm. 


In a very small number of cases uterine bleeding 
may be caused by degeneration of a neoplasm, 
the necrosis causing cell destruction and the escape 
of blood directly into the uterine cavity. 

E. L. Cornett, M.D. 


Norris, C. C.: The Microscopic as Compared with 
the Clinical Diagnosis of Malignant Uterine 
Neoplasms. Am. J. Obst. & Gynec., 1923, v, 1. 


Cancer of the cervix can generally be diagnosed 
correctly by clinical methods. Of a series of 253 
cases, 81.4 per cent were diagnosed positively 
by the clinician, and 11.4 per cent were suspected. 
In only 2.3 per cent was malignancy unsuspected 
by the clinicians. 

In carcinoma of the cervix the lesion is not only 
fairly characteristic clinically, but also easily acces- 
sible to inspection and touch, and can be examined 
thoroughly during the course of an ordinary gyne- 
cological examination. Furthermore, in doubtful 
cases, biopsy is a simple procedure. 

Of the 253 cases studied, only 16 per cent were in 
the early stages. Carcinoma of the cervix gives a 
relatively small proportion of five-year cures, regard- 
less of the method of treatment. The urgent neces- 
sity for early diagnosis is therefore apparent. 

In carcinoma of the fundus conditions are dif- 
ferent. The lesion can neither be inspected nor pal- 
pated, and for final diagnosis even the experienced 
gynecologist is forced to depend more or less upon 
microscopic examination. 

There are many intra-uterine lesions which may 
be confused with carcinoma. One of the most com- 
mon is carcinoma combined with myoma. An 
analysis of the cases studied shows that at least 75 
per cent of the erroneous diagnoses were due to this 
condition. Of the ror cases of carcinoma of the fun- 
dus no fewer than twenty were diagnosed clinically 
as benign, fifty-seven were diagnosed clinically as 
positive, and in an additional twenty-four ma- 
lignancy was suspected. This is sufficient evidence 
to prove the importance of routine histologic exam- 
ination. 

Of the entire series of tor cases of carcinoma of 
the fundus, curettings alone were submitted to the 
laboratory in fifty-eight cases. The clinical diag- 
nosis was positive in twenty-one (36.2 per cent), 
the clinical diagnosis was doubtful or malignancy 
was suspected in twenty-two cases, and the condi- 
tion was regarded as benign in fifteen (25.8 per 
cent). 

The frequency of sarcoma has been greatly over- 
estimated in the past, some pathologists asserting 
that ro per cent of all myomata possess malignant 
characteristics. The author reviews thirty-five 
cases of sarcoma. During the same period of time 
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that these cases were treated 1,216 fibromyomata 
of the uterus were removed. Of the thirty-five 
malignant connective-tissue tumors, only eight 
appeared to be degenerations of previously benign 
neoplasms. Therefore in this series sarcomatous 
degenerations of myomata occurred in only about 
o.6 of 1 per cent of the cases. None of the patients 
with myoma has had a recurrence, but over 80 
per cent of those with sarcoma are dead. 

Chorio-epitheliomata vary markedly as regards 
malignancy. A diagnosis from the curettings alone 
is often impossible. The author has encountered 
only six cases. Three of these were manifestly 
malignant and were readily diagnosed from the 
curettings. 

In the entire series of 391 cases of malignant 
tumors the clinical diagnosis was positive and correct 
in 272 (69.3 per cent); the true condition was sus- 
pected in an additional fifty-nine cases (15 per cent); 
the clinical diagnosis was malignancy but the type 
of neoplasm was not recognized in fifteen (3.8 per 
cent); and the condition was regarded clinically as 
benign and its true character determined only on 
histologic examination in forty-five (11.5 per cent). 

In conclusion the author states that the labora- 
tory should have the benefit of clinical evidence in 
all cases, and the follow-up of the clinic should serve 
as a check on the laboratory diagnosis. 

E. L. Cornett, M.D. 


EXTERNAL GENITALIA 


Girard, F. R.: Posterior Vaginal Drainage, with a 
Description of a New Instrument Used as a 
Vaginal Pelvic Guide. California State J. M., 
1923, Xxl, 9. 

The author has devised an instrument which he 
believes is new. He describes it as a clamp approxi- 
mately 25 cm. long with a double curve. When 
closed, the end forms an oval ball 3.5 cm. wide 
and 2.5 cm. high. The anterior surface of the ball 
is grooved transversely. The operator feels this 
groove through the stretched tissues of the posterior 
fornix and makes his incision directly down on the 
ball of the instrument, thus avoiding injury of the 
rectum, which is held back by the lower half of the 
ball while the back of the cervix is pushed forward 
by the upper half. If a large opening is desired, a 
crucial incision can be made at will with the ball as 
a guide. 

When there is a possibility that vaginal drainage 
will be desired, the vagina should be cleansed before 
the operation is begun by scrubbing it with green 
soap and water, washing it with a solution of lysol, 
and painting with a 2 per cent solution of iodine. 

The tip of the instrument is dipped into a sterile 
lubricant or soap solution, and inserted between 
the labia just below the urethra. The handle of the 
instrument is held pen-fashion and the instrument 
pressed downward and forward so that the rounded 
extremity slides along the posterior wall of the 
vagina. As the instrument is introduced the han- 
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dles are depressed until they are opposite the 
vaginal orifice, when the rounded extremity of the 
instrument will be found stretching the posterior 
fornix. The instrument can be inserted by a nurse, 
and there is no possibility that it will be inserted 
into the urethra or rectum. 

After the operator has made his incision, the 
clamp is opened by the assistant and drainage 
material is placed between the jaws of the guide and 
withdrawn into the vagina. 

The author uses a paraffin gauze drain which 
can be laid in strips between plain gauze and the 
wound or used as a casing for a cigarette drain, 
These drains are removed gradually by shortening 
them an inch or so on the fourth day, removing half 
on the fifth day, and removing all the remainder by 
the sixth or seventh day. 

It is sometimes necessary to dilate the opening in 
the posterior fornix if it shows a tendency to close 
up rapidly and dam back the secretions in the 
pelvis. Following the removal of the pelvic drains, 
the sinus should not be irrigated. If the discharge 
is abundant, the author advises gentle mopping 
out with gauze. C. H. Davis, M_D. 


MISCELLANEOUS 


Frank, R. T.: The Treatment of Cystocele, Recto- 
cele, and Uterine Prolapse. Am. J. Obst. @Gynec., 
1923, V, 8. 

Childbirth causes injuries to the muscular, fascial, 
and connective-tissue structures of the pelvis. The 
triangular ligament may be torn, one or both of the 
puborectal loops of muscles may be avulsed from the 
pubic bones, the genital hiatus may be greatly 
dilated, or the pubocervical fascia may be split. It 
is not always possible to define or recognize the tis- 
sues most injured. In general, however, three main 
types of injury result and can be recognized and 
corrected. 

The signs of these injuries appear either separate- 
ly or combined in the form of cystocele, rectocele, 
and prolapse of the uterus. 

Not every case of cystocele and prolapse requires 
operative intervention. Many women should be 
tided over the period of child-bearing by palliative 
measures. 

If the perineum is intact, a cystocele alone may be 
retained by a Skene or a Gehrung pessary. 

Prolapse of the uterus in a young woman who 
desires to have more children may be kept back with 
simple pessaries such as the saucer pessary of Schatz, 
the hard rubber ring, and the globe and egg-shaped 
pessaries. It is unwise to operate upon old debilit- 
ated women who are poor operative risks. In such 
cases also pessaries should be used. 

If operation is to be performed upon a woman who 
desires to have more children, the vaginal tube and 
outlet must not be unduly narrowed. Care must be 
exercised in repairing the cervix. Trachelorraphy 
according to Emmet’s method is preferable to ampu- 
tation or tracheloplasty (by coring) because amputa- 
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tion frequently induces sterility or, if pregnancy 
supervenes, causes severe dystocia. If the uterine 
body is displaced, either retroflexed or retroposed, 
the corrective operations should aim to shorten the 
round ligaments and should not fasten the uterus to 
the abdominal wall. 

In the cases of women who are to be sterilized at 
operation or who have passed the menopause three 
methods of operation may be considered: 

1. Repair of the anterior and posterior vaginal 
wall and perineum from below, followed by ventro- 
fixation. 

2, Interposition of the uterus between the infe- 
rior bladder wall and the vagina, and repair of the 
perincum. 

3. Vaginal hysterectomy with suture of the lateral 
stumps below the bladder followed by perineal repair. 

In the cases of very old women and those in which 
there has been a severe recurrence of prolapse after 
vaginal hysterectomy, obliteration of the vagina may 
be done. 

With very few exceptions the author found that 
the first method, repair of the cystocele and rectocele 
from below combined with either the Alexander- 
Adams operation or ventrofixation from above, is 
applicable to all varieties of prolapse. 

Occasionally, in the cases of short fat women, 
when laparotomy is relatively hazardous and a large 
cystocele causes the most serious disability, he has 
used the interposition operation. 

He has never employed vaginal hysterectomy 
with utilization of the broad ligament stumps as de- 
scribed by Goffe, and would reserve this procedure 
for those rare cases of prolapse in which a vaginal 
hysterectomy is indicated for some other condition 
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such as corporeal cancer. In a number of cases this 
technique was followed by huge recurrences of the 
cystocele. Such recurrent cystoceles may prove in- 
curable, as the central support of the pelvic connec- 
tive tissue from which the supporting fibers radiate, 
namely, the supravaginal part of the cervix, has been 
removed. 

The repair of cystocele consists in separation of 
the descended bladder from the uterine cervix, repair 
of the pubocervical fascia in the median line, and 
suture of this structure high up to the cervico-uterine 
juncture so as to re-establish a tense continuous 
bladder shelf. 

Repair of high rectocele consists in exposure of the 
anterior rectal wall high up, opening of the Douglas 
cul-de-sac, obliteration of this pouch by circular 
suture, and repair of the torn rectal fascia. This 
repair is usually combined with repair of a low 
rectocele and a torn perineal body. 

The repair of a low rectocele and a lacerated peri- 
neum consists in exposure of the anterior rectal wall 
and separation of the levator edges and triangular 
ligament en masse. 

If the anatomy of the pelvic outlet is understood, 
if cases are judiciously selected, and if the technique 
described is followed, the results are fully as satis- 
factory as those obtained by the radical treatment of 
inguinal hernia, but a certain number of recurrences 
are to be expected, especially in the cases of patients 
with flaccid tissues and general enteroptsis. It 
should be emphasized that patients whose com- 
plaints and pains did not arise from the minor lacera- 
tions of the cervix, the small cystocele, and the 
negligible rectocele present will not be benefited by 
unnecessary plastic repair. E. L. Cornett, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Rowley, W. N.: Observations on the Blood Sugar 
During Pregnancy and the Puerperium. Am. 
J. Obst. & Gynec., 1923, V, 23. 


Determinations were made of the sugar content 
of the maternal blood at, or before term, and on the 
second morning after delivery. The sugar values 
of the cord blood were also studied. In the series 
reported none of the patients had diabetes or 
glycosuria. The average blood sugar of fifty-three 
women during pregnancy was 0.11 mgm. for each 
100 c.cm. The average value for the cord blood was 
0.09 mgm. for each 100 c.cm. The effect of anes- 
thesia on this value is negligible. From these find- 
ings the author concludes that the placenta! inter- 
change of glucose can take phace by the process of 
diffusion from the maternal side to the fetal side. 
The average postpartum value of the blood sugar 
was 0.14 mgm. for each 100 c.cm. Hence, the 
sugar content of the maternal blood during preg- 
nancy is less than that during the puerperium and 
greater than that of the cord blood. 

Women whose pregnancy was complicated by 
protracted nausea and vomiting showed amounts of 
blood sugar which were consistently higher than 
those of women who did not have these complica- 
tions. Rowley concludes that muscular work is not 
a factor in the production of postpartum hyper- 
glycemia; that ether anesthesia is a contributing, 
but not necessarily a determining factor in the 
production of a rise in the blood-sugar concentra- 
tion of cord blood (in the experiments reported 
every effort was made to minimize the effect of 
anesthesia); and that it is impossible to show that 
involution of the uterus is a primary factor in pro- 
ducing postpartum hyperglycemia. In certain 
types of toxemia the blood sugar is increased. 


Welz, W. E., and Van Nest, A. E.: The Sugar Test in 
Pregnancy. Am.J.Obsl. & Gynec., 1923, Vv, 33- 


When first seen, the patient is told to come to the 
clinic the next morning without breakfast. She is 
then catheterized and the urine examined. If the 
urine is normal the test is continued, and a specimen 
of blood is taken for chemical examination. When 
this has been done, the patient is given 150 gm. of 
glucose dissolved in 500 c. cm. of tea and kept in the 
prone position for forty-five minutes to prevent 
vomiting. 

Forty-five minutes, one hour, and one and one-half 
hours after the ingestion of the sugar a catheterized 
specimen of urine is again examined for sugar. Blood 
for a second sugar examination is usually taken be- 
tween the one hour and the one and one-half hour 
periods. 


Blood-sugar determinations are made by the Folin 
method, and urine-sugar determinations by means 
of Benedict’s and Fehling’s solutions. The content 
of sugar in the urine is usually between c.2 and 1.5 
per cent. Most of the positive cases will give a posi- 
tive urine in forty-five minutes, but in some the test 
will not be positive before an hour or an hour anda 
half. Since adding the examination at the end of one 
hour and a half, the authors have found four cases 
which did not give positive reactions until! the last 
specimen was obtained. 

Welz and Van Nest believe that a spontancous or 
artificially induced renal glycosuria with a blood- 
sugar content below o.19 per cent in the first twelve 
weeks after conception is a valuable aid in the early 
diagnosis of pregnancy. The test has proved correct 
in more than 95 per cent of their cases. 

E. L. Corner, M.D. 


Hinton, W. A.: The Wassermann Reaction in 
ancy. Am. J. Syphilis, 1923, vii, 155. 

This is a study of the Wassermann reaction of 
the blood of 10,427 pregnant women. The tests 
were made during the period from June, 1015, to 
June, 1919, and formed a part of the routine exam- 
ination of these women. The purpose of the article 
is to draw attention to the efficiency of cholesterin- 
ized antigens in the Wassermann reaction in preg- 
nancy and to give some idea of the prevalence of 
syphilis among women of the dispensary class. 

The results obtained in this study should be 
compared with those which were obtained by the 
same technique in a group of 3,701 naval students 
and a penal group of 864 women (Table I). 

These figures, which are from a highly syphilitic 
and an essentially non-syphilitic aggregate, are 
given to point out the comparative prevalence of 
the disease in well-defined groups as shown by the 
Wassermann test performed with the same uniform 
technique. 

Table II gives the figures for the entire group. 

The percentages of positive and doubtful reac- 
tions in the first two institutions are quite dillerent 
from those in the last two. The results for the New 
England Hospital can be explained easily by the 
manner of obtaining the specimens, and agree with 
the observation of others that ‘“‘cord blood” is 
only about one-third as effective in the detection of 
syphilis by the Wassermann test as blood obtained 
by the usual venous puncture. The table indicates 
also a low incidence of positive reactions in the cases 
of the Lowell Corporation which is accounted for by 
the fact that, roughly, 80 per cent of the patients 
are of foreign birth or descent. The figures from 
the Florence Crittenton Home are _ particularly 
interesting inasmuch as only young, unmarried 
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TABLE I—WASSERMANN TESTS OF AVIATION STUDENTS AND REFORMATORY WOMEN 


Positive Doubtful Negative 
Total No. Per cent No. Per cent No. Per cent 
U.S. naval aviation students 3 21 0.56 19 0.51 3661 98.92 
Inmates of Massachusetts Reformatory for Women. 862 349 40.40 75 8.7 438 50.81 


TABLE IIL—WASSERMANN RESULTS IN 10,427 CASES OF PREGNANCY 


Positive Doubtful Negative 
No. Per cent No. Per cent No. Per cent 
Boston Lying-In Hospital 372, 55-24 353 6396 89.7 
Florence Crittenton Home Ir 5.6 16 . 237 88.6 
Lowell Corporation Hospital 9 2.43 5 . 356 =. 96.2 
New England Hospital 41 1.57 2609 97-5 


Totals. . . 433 4.18 405 : 95890 91.9 


TABLE HII—WASSERMANN REACTION BY RACE GROUPS 


Positive Doubtful Negative 
Per cent No. Per cent No. Per cent 
American 6.42 68 1480 
'Russian.... . 1466 
Jewish. 71 
Italian . 72 
Trish. . . . 99 
'Polish. . 22 
Austrian 55 
Syrian... 28 
Negro. ... 54 
Greek. . 12 
Canadian. . 62 
English... . 77 
French. . 28 
Portuguese 
German 
Swedish 
Scotch. . 
Miscellaneous. 


NW AW ANWWh hw 


379 


'These are almost all Russian or Polish Jews. : . Indians, Porto Ricans, Newfoundlanders, Dutch, Servians, Bulgarians, 
Consisting of Finns, Turks, Nova Scotians, Danes, Swiss, Lithuanians, Chinese, Belgians, Asians, Albanians, Spanish, Japanese, Cape de Verde 
Norwegians, Roumanians, Hungarians, Prince Edward Islanders, West Islanders, Algerians, Cubans, Galesians, Persians, Egyptians. 


TABLE IV.—WASSERMANN RESULTS CLASSIFIED ACCORDING TO AGE GROUPS 


Positive Doubtful Negative 
Per cent No. Per cent No. Per cent 

4.54 104 

2.23 

2681 

73 1369 

3-17 904 

28 452 

160 


6780 


women without evidence of gonorrhoea or syphilis sally recognized, as illustrated by the Jews ,Chinese, 

are admitted for confinement. These, therefore, Japanese, and Negroes. This classification is em- 

represent unsuspected cases of syphilis. ployed by the U. S. Bureau of Statistics in clas- 
Information of the greatest value was obtained — sifying immigrants. 

by dividing the patients into racial groups. The Although the number of cases in some of the 

classification used was based on the nativity of groups is relatively small, it is evident that there 

parents except as regards racial distinctions univer- is a lower rate of positive reactions among the 
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foreign population. The one exception lies with the 
Syrians who show about the same percentage as 
the white persons born in the United States and 
Canada. 

An analysis by age groups is given in Table IV. 

The most important fact to be learned from this 
table is that congenital syphilis must play a very 
small part in maternity. If we assume that the 
single positive case among the 110 patients ranging 
in age from 12 to 17 years was a case of congenital 
syphilis, the incidence is less than 1 per cent. This 
is greatly below that of the five groups over 17 
years of age who constitute the majority. 

Since pregnancy is a natural physiological func- 
tion, few if any of these women sought medical 
attention because of acute or chronic illness. It 
was found that persons of greater intelligence show 
a uniformly lower incidence of positive tests, while 
those of lesser mentality show a higher rate. This 
difference is realized on comparing the 3,701 naval 
aviation students, among whom the positive re- 
actions equalled only o.5 per cent, with the group of 
criminal women who were for the most part feeble- 
minded and among whom the incidence of positive 
reactions was 40.1 per cent. 

The conclusions drawn are as follows: 

1. The statistics in this paper should indicate 
the prevalence of syphilis among the average women 
of Massachusetts of the dispensary class. 

2. If we consider a positive reaction as diagnostic 
of syphilis, as in 4.18 per cent of these cases, and 
a doubtful reaction as indicative of inadequately 
treated syphilis, as in 3.85 per cent, the total inci- 
dence of the disease in this class is 8.03 per cent. 

3. Properly standardized cholesterinized antigens 
have yielded a negligible number of false positive 
reactions in child-bearing women. 

C. H. Davis, M.D. 


Kilgore, A. R.: Tumors of the Breast Arising During 
Pregnancy and Lactation. California State J. M., 
1923, XXi, I5. 

This article is based upon a series of 1,500 cases 
of breast lesions. The material studied was the 
laboratory records of Bloodgood at the Johns Hop- 
kins Hospital and a number of records from the 
University of California Hospital. 

The most common of all breast tumors appearing 
during pregnancy and lactation as well as at other 
times is cancer. The order of frequency of certain 
benign conditions changes materially during activity 
of the breast. Nearly 70 per cent of galactoceles, 
or milk cysts, arise in connection with breast activ- 
ity. In over 25 per cent of cases of breast tuber- 
culosis the condition develops during pregnancy or 
lactation—no doubt because of the lighting up of 
unrecognized foci in the breast by the increased 
circulation incident to function. In order of fre- 
quency, the most common tumors developing dur- 
ing pregnancy and lactation are cancer, galacto- 
cele, tuberculosis, and adenomata. These consti- 
tute over 90 per cent of tumors appearing at these 
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TABLE I.—PERCENTAGE OF TUMORS ARISING Dvriye 
PREGNANCY OR LACTATION 

.. Arising 

Arising in preg 

at ail nancy or 

times lactation 

Per cent 

Cancer 49 4.45 

Cancer (only patients under 47 

years) 10. 

Galactocele 68.4 

26.4 

3.1 


TABLE II.—Expecrep AND ACTUAL INCIDENCE or 
CANCER IN LACTATION IN THE REGISTRATION AREA 
Expected 
incidence 
(if rate dur- 
ing breast 
activity re- 
mained the 
same as at 


_ Actual 
incidence 
_‘estimated 
trom tigures 
other of series 
times) reported) 
9.0 15 

10.0 


34.0 
20.0 


3:4 


Age group 


TABLE III.— Comparison OF INCREASE WITH Apyanc- 
ING AGE OF CANCER IN LACTATION AND AT 
OTHER TIMES 
Lactation 
cancer 
per 100,000 
pregnant 
and lactating 
women in 
each age 
group 


Total 
breast 
cancers 
per 100,000 
females in 
each age 


Age group group 


periods. At other times than during functional 
activity, chronic cystic mastitis in its tumor-like 
forms takes the place of galactocele and tubercu- 
losis in frequency. 

The incidence of both cancer and benign tumors 
is distributed fairly evenly over the various stages 
of pregnancy and lactation. The point of practical 
importance in this connection is that at no time 
during pregnancy or lactation can cancer be ruled 
out in the differential diagnosis. During the early 
months of lactation most lumps in the breast are 
inflammatory, but in the series of cases reviewed 
20 per cent of pregnancy and lactation cancers were 
first noted during the first four months of lactation. 
Therefore it is not safe to delay the exploration of 
a lump during early lactation too long on ihe as- 
sumption that it is inflammatory. 

Most interesting of all aspects of this sul)ject 1s 
the question of the relation of breast activity to 
cancer. It is fairly well established that previous 
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normal lactation does not render a woman more 
apt to develop breast cancer in later life than the 
woman who has never lactated, but it is not so 
clear whether cancer is more apt to develop during 
a year and a half of pregnancy and lactation than 
it is during the same length of time at the same age 
when the breast function is dormant. 

Of forty-five patients traced for five years or 
longer alter operation, six (13 per cent) were well 
when last heard from. This percentage of five-year 
cures is not as high as the percentage of cures in 
unselected cases of breast cancer generally, but 
indicates, as cancer statistics go, a far from hopeless 
prognosis for malignant disease arising in connec- 
tion with breast activity. C. H. Davis, M.D. 


McNalley, F. P., and Dieckmann, W. J.: Hzemor- 
rhagic Lesions of the Placenta and Their Rela- 
tion to White Infarct Formation. Am. J. Obst. 
& Gynec., 1923, V; 55- 

In an examination of 320 placente at or near 
full term the authors were struck with the frequency 
of hemorrhagic lesions, which were noted in 123 
cases (38 per cent). 

On the basis of this study they draw the following 
conclusions: 

1. At least some of the usual white infarcts 
resulting from changes in the villi may at first be 
red in color, as described by Young. To these, the 
term ‘“‘red infarct” is applicable. 

2. The other lesions, to which various terms have 
been applied, should not be called “red infarcts” 
because they are not infarcts, being collections of 
blood to which the term “haematoma” or “‘hepatiza- 
tion” is applicable, depending on whether they are 
circumscribed or diffuse. They have a common 
etiology. 

3. As pointed out by Young, the maternal blood 
is of primary importance in nourishing the villi. 

4. Collections of blood in the placenta may be 
the beginning of white infarcts. This blood itself 
may be changed into white infarct, which in the 
gross does not differ from any other, or the collec- 
tions may cause infarction of the surrounding villi 
by interfering with the maternal circulation. 

5. There can be white infarct formation without 
endarteritis in the fetal vessels. Whether this is 
true of all infarcts it is impossible to say at the 
present time. E. L. Cornett, M.D. 


Cotte, G.: The Etiology and Treatment of Tubal 
Pregnancy (Sur |’étiologie et le traitment des gros- 
sesses tubaires). Lyon chir., 1922, xix, 665. 

The author’s patient had a normal pregnancy 
when she was 27 years old. Three years later she 
Was operated upon for what was thought to be 
acute appendicitis but found to be an extra-uterine 
pregnancy. The illness reported in this article 
Suggested a second tubal pregnancy but this was 
tuled out. A diagnosis of salpingitis was made and 
vaccine treatment given. Several days later the 
patient passed a large amount of black blood by 


rectum which undoubtedly was from a hemotocele 
opening spontaneously. About six weeks later a 
hematosalpinx the size of a mandarin orange was 
removed by operation. Recovery followed. 

Extra-uterine pregnancy with a hematocele open- 
ing spontaneously into the vagina or rectum is a 
rare condition today because operation is usually 
performed before this stage is reached. 

Cotte suggests that as women who have had one 
tubal pregnancy are apt to have another, it might 
be well to perform a hysterectomy or remove the 
opposite tube at the time of the first ectopic gesta- 
tion. If the other tube shows severe inflammation 
there is no question as to this indication, but in one 
case in which the remaining tube was apparently 
normal Cotte did a salpingostomy. 

It has not been proved that the cause of tubal 
pregnancy is a congenital malformation. 

On the basis of the literature and nineteen cases 
of his own, Cotte believes that in tubal pregnancy 
the treatment should be salpingectomy or sal- 
pingostomy alone without removal of the ovary, 
and that in a certain number of cases the gravid 
tube may be saved. If the tubal abortion has been 
complete and the pavillion remains permeable it is 
probable that the swollen tube will regain its 
normal size and again fulfil its function. 

W. A. BRENNAN. 


Moody, W. B.: Bacteriology of Fatal Systemic 
Infections Following Miscarriage or Abortion. 
Am. J. Obst. & Gynec., 1923, Vv, 78. 


In twenty-four of twenty-eight cases studied 
some one organism appeared in several of the fluids; 
thus beta streptococci were isolated from more than 
one place in thirteen, pneumococcus, bacillus 
coli, and staphylococcus in three each, and bacillus 
mucosus and alpha streptococcus in one each. 
Cultures were made during life from the blood 
of five patients. In only one were any organisms 
found; these were beta streptococci. In these cases 
there was thrombo-ulcerative endocarditis. The 
hemolytic streptococci isolated in all instances 
proved to be of the beta type. All fermented lac- 
tose and salicin but not mannite or inulin; efforts 
to determine a specific strain by agglutination tests 
failed. Agglutination of suspensions of these 
strains by serum from rabbits injected with strains 
of hemolytic streptococcus from several sources 
such as cases of scarlet fever, erysipelas, infected 
tonsils, and sepsis due to abortion, failed to show 
any specific characteristic group. 

Although it was noticed at autopsy that as a rule 
the alterations consisted of peritonitis or throm- 
bophlebitis varying in location, degree, and se- 
quence—also that these two types of alterations 
were rarely combined—no difference in the bac- 
teriology corresponding to the two types of altera- 
tions was definitely established. 

Statements, particularly negative statements, 
made by women who have had a criminal or self- 
induced abortion, are entirely unreliable. Admis- 
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sions that pregnancy was interrupted by a midwife, 
a physician, or the patient herself were obtained 
from thirteen patients. In four patients, hemoly- 
tic streptococci were found; in seven, staphy- 
lococci or bacillus coli; in one, the pneumococcus; 
and in one, the proteus bacillus. In three of the 
four cases in which beta streptococci were found 
it was stated that a physician or midwife had intro- 
duced balloons or performed curettage. The fourth 
patient stated that she had inserted a stick, and it 
was later found that the uterus was perforated. 
Patients with sepsis associated with such organisms 
as bacillus coli or staphylococci or bacillus proteus 
were apparently treated under conditions far from 
aseptic and by the repeated introduction of instru- 
ments into the uterus. 

One patient aborted four days before she entered 
the hospital and lived only two days after her 
admission. At autopsy, gangrenous endometritis, 
acute serofibrinous peritonitis, bilateral pleuritis, 
and pyosalpinx were found. The blood from the 
heart and the peritoneal, pericardial, pleural, and 
cerebrospinal fluids yielded a pure culture of 
hemolytic streptococci. 

Two patients denied instrumentation of the 
uterus, but stated that they had taken pills and 
used repeated douches to terminate pregnancy. 
Both were ill about three weeks with cramps, chills, 
and fever. At autopsy, gangrenous endometritis, 
fibrinopurulent peritonitis, and perimetritis were 
found. In one instance there was, in addition, 
suppurative thrombophlebitis of the right iliac 
vein with infarcts in the spleen and one lung. Cul- 
tures of the blood and the pleural and peritoneal 
fluids showed beta streptococci. 

Another patient, who had been attended by a 
midwife and doctor on a number of occasions, later 
developed chills, fever, sweats, and swelling of the 
left leg, with beginning gangrene. After death, a 
purulent endometritis, abscess in the myometrium 
and thrombosis of the uterine, ovarian, renal, iliac, 
and femoral veins and the inferior vena cava were 
found. Staphylococci and bacillus coli were isolated 
from the blood in the heart and the inferior vena 
cava, but no organisms were isolated from the 
peritoneal fluid. EF. L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Telfair, J. H.: Separation of the Symphysis Pubis 
During Labor. Am. J. Obst. & Gynec., 1923, v, 91. 


Three cases of separation of the symphysis pubis 
during labor are reported. 

Case 1. The patient was a 26-year-old para-i who 
was admitted to the hospital December 19, 1921, at 
term. All pelvic measurements were normal. Pre- 
sentation and position: vertex, left occipito-anterior. 
The first stage of labor lasted sixty-two hours and the 
second stage one and one-half hours. Labor was 
terminated by high forceps delivery. During the 
extraction, when the head was in the mid-pelvis, 
the operator felt a sudden “‘give,”’ after which ex- 


traction was easy. The baby weighed 4,<(0 gm. 
There was profuse bleeding from the antericr wall, 
and upon examination it was found that the entire 
anterior vaginal wall, urethra, and labia were sepa- 
rated from the ramus pubi on the left side. After 
introducing a catheter into the meatus, clear urine 
was obtained, a fact indicating that there had 
been no injury to the bladder. There was separation 
of the pelvic bones amounting to about 3 cm. A 
retention catheter was inserted and the lacerations 
were repaired. A 6-in. adhesive plaster strap was 
applied over the trochanters, completely surrounding 
the pelvis. Shock was moderate. The paticnt re- 
sponded well. Two days after delivery a profuse, 
purulent discharge issued from the space of Retzius. 
The sacro-iliac joints showed no disturbance. Con- 
valescence was mildly septic. Fibrous union de- 
veloped at the symphysis and the patient was dis- 
charged from the hospital in four weeks, walking 
without difficulty. 

CasE 2. The patient was a 26-year-old para-iv 
who had had three full-term normal deliveries. At 
term she weighed 95 lbs. The pelvic measurements 
were normal. Presentation was left occipito-anterior. 
The labor progressed rapidly with strong pains. 
After delivery the patient showed moderate shock. 
The baby weighed 5,280 gm. Separation of the 
symphysis was suspected on examination and shown 
by the X-ray. There was no laceration. The usual 
adhesive straps were applied. The patient made 
an uneventful recovery, leaving the hospital on the 
sixteenth day, when she was able to walk without 
difficulty. 

CAsE 3. The patient was a 24-year-old para-i who 
was admitted to the hospital immediately after she 
had been delivered at home by forceps. The baby 
weighed 4,560 gm. The patient entered the hospital 
still under the influence of ether and with the vagina 
packed to control haemorrhage. Moderate shock was 
present; the pulse was 136. The following day when 
the packing was removed it was found that the ante- 
rior vaginal wall and urethra were torn from the 
pubic bones, the laceration extending into the pre- 
vesical space. The pubic joint was ruptured and the 
ends of the bones separated 10 cm. A permanent 
catheter was introduced and the oozing wound 
packed to control hemorrhage. The pelvis was 
strapped in the usual manner, the pubic bones be- 
ing brought into apposition. : 

The next day the temperature was 103 degrees F. 
and the pulse 140. Pain and tenderness were present 
in the lower abdomen and there was marked dis- 
tention. The patient ran a severe septic course !or 
three weeks but left the hospital at the end of five 
weeks, walking without pain or difficulty. 

E.1L. Cornett M.D. 


Shoemaker, J. A.: Double Uterus: Czesarean Sec- 
tion for the Delivery of a Pregnant Right Uterus 
at Term. J. Am. M. Ass., 1923, 1xxx, 103. 


The author reports the case of a young woman 
with a double uterus, double cervix, and fibrous 
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vaginal septum, who became pregnant in the left 
uterus soon after marriage, miscarried at two 
months, became pregnant in the right uterus about 
four months later, and was delivered at term by 
cesarean section of a female infant weighing 5 lbs.. 
1o oz. At operation two distinct uteri joined 
only at the cervical portion were found. Connected 
with the lateral side of each uterus was an appar- 
ently normal tube with a normal ovary. ‘The consul- 
tant who performed the caesarean section sterilized 
the patient by resecting the tubes, but the reason 
for this is not stated. C. H. Davis, M.D. 


Greenhill, J. P.: ‘‘Once a Cesarean Section, Al- 
ways a Cesarean Section,” an Untruth. Am. 
J. Obst. & Gynec., 1923, v, 86. 

Four cases are reported in which caxsarean section 
had been performed at the first pregnancy. It was 
noted that in every instance the baby born through 
the vaginal route weighed more than the baby 
delivered by cesarean section. One patient was 
delivered by forceps (prophylactic) and three gave 
birth spontaneously. In the cases in which the 
classic caesarean section had been done a relatively 
thin scar was found, whereas in the patient on whom 
the low cervical operation had been performed no 
trace of the scar was palpable. In the three cesarean 
sections performed at the Chicago Lying-in Hospi- 
tal catgut was used in closing the uterus. 

It appears from this report that, in view of the 
modern methods of performing cesarean section, 
the dictum, “once a cesarean section, always a 
cesarean section” is untenable. 

E. L. Cornett, M.D. 


NEW-BORN 


Holland, E.: Cranial Stress in the Fetus During 
Labor, and the Effects of Excessive Stress on 
the Intracranial Contents. J. Obs!. & Gynec. 
Brit. Emp., 1922, Xxix, 551. 

During molding of the head in labor the cranial 
septa tend to restrict the change in shape to cer- 
tain limits. In compression shortening the antero- 
posterior diameter, the middle portion of the free 
edge of the falx cerebri and the tentorium cerebelli 
are stretched and tense. When the vertex to base 
diameter is shortened, as in face or brow presenta- 
tions, the free border of the tentorium and the lower 
third of the falx are stretched and the rest of the 
jalx is slack. As the large veins are in the specially 
thickened portion of the septa along their attach- 
ments to the periostium and their free borders, the 
tearing of the falx or the tentorium is apt to be asso- 
ciated with subdural or deeper hemorrhage. Of 167 
fresh fetuses examined, the tentorium cerebelli was 
found torn in eighty-one. In five, there was also a 
tear in the falx cerebri. In all but six, subdural 
hemorrhage occurred. 

In forty-six of these cases the presentation was 
cephalic, and in thirty-five a breech presentation. 
O! the forty-six cephalic presentations forty-four 


A complete bilateral tear of the tentorium cerebelli. On 
the right side the anterior vertical band has been torn 
through; on the left side the anterior border of the band 
remains intact. 


were vertex presentations and one was a brow pres- 
entation. In twenty-five cases of vertex presenta- 
tion forceps were used, and in nineteen delivery was 
spontaneous. In some of the cases of breech presen- 
tation version was necessary; some of the deliveries 
were easy while others were difficult. 

R. E. Curistiz, M.D. 


McDonald, A. L.: Repeated Dystocia from Fetal 
Anomaly in Successive Pregnancies. Am. J. 
Obst. & Gynec., 1923, V, 82. 

The patient, a woman 28 years of age, was 
delivered in the seventh month of pregnancy. The 
child presented by the breech. The fetal abdomen 
was markedly distended by several quarts of fluid. 
Upon release of the fluid the child was delivered 
easily. 

The baby was stillborn. Its length was 15 in., its 
head small and of the hydrocephalic type, and its 
thorax well formed. The abdomen had been appar- 
ently greatly distended, and its walls were thin. 
The lower part of the abdominal cavity and pelvis 
were somewhat mutilated in the extraction. The 
external genitals were so mutilated that it was 
impossible to determine the sex of the child. The 
legs were well formed but the feet were clubbed 
and each foot had six toes. The hands were normal 
except that there were six digits and one of these 
on each hand was double (fused). 

The liver was of normal size but located in the 
left hypochondrium, as were also the gall-bladder 
and ducts, the cecum, and the appendix. The small 
and large intestines were apparently normal in 
structure. The sigmoid and rectum were on the 


had 
tion 
ey 

was 
on- 
lis- 
ing 
-iv 
At 
nts 
or. 
ns. 
ck. 
the 
wn 
1al 
de 
he 
ut 
ho 
he } 
by 
tal 
na 
as 
en 
e- 
he 
} 
he 
nt 
id 
as 
e- 
F. } 
nt 
S- 
or 
ve 
C- 
18 
n j 
IS 


372 


right side. In the lower abdomen a large mass 
extended from the symphysis to the umbilicus. 
The kidneys were normal in size and position. The 
ureters were enlarged and entered the mass de- 
scribed. When opened, this mass proved to be the 
bladder with thickened walls. The cavity could be 
followed above the umbilicus, where there was a 
large patent urachus. On each side of the mass 
small structures, apparently the ovary and tube, 
were found. No uterus could be demonstrated. 
Examination of the thorax demonstrated apparently 
complete situs transversus. The placenta was nor- 
mal in gross structure. Section showed the villi to 
be normal or only slightly thickened. 

On July 23, 1921, this woman was delivered 
spontaneously of a stillborn overterm fetus which 
presented exactly the same anomalies as the first. 

E. L. Cornett, M.D. 


Crothers, B.: Injury of the Spinal Cord in Breech 
Extraction as an Important Cause of Fetal 
Death and of Paraplegia in Childhood. Am. 
J.M.Sc., 1923, clxv, 94. 


The author states that lesions of the spinal cord 
due to breech extraction are usually discovered by 
the pathologist. Direct suprapubic pressure upon 
the head by an assistant during extraction or the 
usual delivery of the breech is often a very important 
factor in the production of intracranial and high 
cord lesions. 

Five cases are reported in which crippling was due 
to spinal cord injuries caused apparently by breech 
extraction. Four of these showed definite evidence 
of practically complete transection. 

The author draws the following conclusions: 

1. High cervical transections are probably all 
fatal on account of the proximity of the lesion to the 
phrenic nerves and the medulla. 

2. Transections below the fatal level, if accom- 
panied by sufficient haemorrhage to destroy the cells 
of the lower segments, result in anesthesia and 
permanent flaccidity below the lesion. 

3. Transections confined to a few segments and 
not involving the lumbar enlargement result in 
anesthesia associated first with flaccid paralysis 
and after a few days or weeks with a zone of flac- 
cidity corresponding to the destroyed cells of the 
anterior horn, and below this zone, reflex activity 
of distinctive type. During this stage the bladder 
and rectum become “automatic.” On theoretical 
grounds it seems probable that this stage of reflex 
activity will last only so long as severe infection is 
prevented. 

4. It is evident that the vast majority of obstet- 
rical spinal cord injuries are caused by manceuvres 
incident to breech extraction. 

5. From a theoretical consideration of the forces 
at work in extraction it seems justifiable to suggest 
that traction on the cord, when combined with supra- 
pubic pressure or uterine contractions on the head, 
may cause collapse or death from herniation of the 
medulla through the foramen magna. 
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6. If this possibility can be proved by laboratory 
or clinical studies, it will be proper to challenge the 
statement, now almost universally accepted, that 
asphyxia is the only important cause of fetal death 
in breech extraction. H. B. MatrHews, M.D. 


Bacon, C. S.: Some Obstetrical Problems Involved 
in Stillbirths and Deaths of Newborn Infants, 
J. Iowa State M. Soc., 1923, xiii, 14. 

The number of stillbirths in the United States is 
about 4 per cent of the number of births, and the 
number of deaths in the first two weeks of life is about 
3-5 per cent of the number of births. In other words, 
it is estimated that there are about 100,000 still- 
births in the United States every year and about 
87,000 deaths of infants less than two weeks old. In 
Towa there are 2,400 stillbirths and 2,100 infant 
deaths. 

The cost of a child at birth is much greater today 
than it was twenty or thirty years ago. Computing 
the time lost by the mother at current wage rates 
and considering the expenditures for nursing and 
medical attendance, it is estimated that the cost of a 
baby in a family of average circumstances is $500. 
With the decline in the birth rate and death rate and 
with a ro per cent increase in the expectation of life 
at birth, from forty-six to fifty-one years, babies are 
worth considerably more than they were twenty 
years ago and responsibility for their safe delivery is 
correspondingly increased. 

Fetal deaths may occur antepartum or intrapar- 
tum. The most important causes of antepartum 
deaths are syphilis and toxemia injuring the pla- 
centa. The majority of intrapartum fetal deaths are 
due to disturbances of placental circulation caused 
by excessive contractions of the uterus or to separa- 
tion of the placenta. A few are due to obstruction in 
the cord. Some result from injuries to the brain and 
spinal cord, and perhaps a few from poisoning by 
analgesics or anesthetics. 

On account of the great importance of excessive 
uterine contraction in causing stillbirths, labor 
should be watched carefully, especially during the 
second stage. Probably one-fourth of all stillbirths 
and one-fourth of all deaths occurring during the 
first two weeks of life could be prevented by proper 
management of labor consisting in careful watching 
of the uterine forces, the control of excessive con- 
tractions, prompt interference when indicated, and 
the avoidance of all unnecessary and improper 
operations. 

Excessive contractions of the uterus may arise 
spontaneously as a reaction to obstructed labor or 
may be caused by the use of oxytocics or manipula- 
tion. The author has known of several infant deaths 
each year which were due to improper use of pituit 
ary extract. He reports that he has never lost 
a child from the use of morphine and scopolamine 
as an analgesic during the first stage of labor. 
Neither has there been any fetal death in his cases 
which could be attributed to the use of ether or 
nitrous-oxide and oxygen. C. H. Davis, M.D. 
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Groves, W. R.: Hemorrhage in the Newly Born. 
Med. J. Australia, 1922, ii, 762. 

The author reports a case of hemorrhage from 
the navel and penis of a newborn infant which could 
not be stopped by ligation or local applications. 
After forty-eight hours the child’s condition was so 
grave that the injection of 9 c.cm. of the father’s 
blood into the longitudinal sinus was done. The 
oozing then promptly ceased. The technique used 
is described as follows: 

Sterilize two syringes (one with a capacity of 
1o c.cm.) which have interchangeable needles. 
The latter must be stout (about the thickness of an 
average-sized safety pin at least). A warm sterile 
saline solution and a 2 per cent sodium citrate 
solution are necessary. For the latter, a solution of 
sodium citrate tablets in sterile water may be used 
without further sterilization. Take up 1 c.cm. of 
this citrate solution in the 10 c.cm. syringe and an 
unmeasured quantity in the second syringe, and 
place both in warm saline or preferably citrate solu- 
tion in a sterile dish (in the latter case no saline solu- 
tion need be prepared). Into the 10 c.cm. syringe 
take up 9 c.cm. of blood from the’ vein of the donor. 
This gives a dilution of a little over 0.2 per cent. 
Disconnect the needle and lay the syringe in the 


warm sterile citrate solution. Then place the baby 
on its back across a table, with the occiput resting 
at the edge. The head should be steadied during 
the operation by a nurse leaning across the child’s 
body and placing her hands at the sides of the head. 
Sterilize the area about the anterior fontanelle 
(shaving is not necessary) and define the posterior 
angle of the fontanelle with the left forefinger. Insert 
the needle of the second syringe exactly in the mid- 
line and direct it obliquely downward and forward 
at the spot located by the left forefinger. After 
it passes through the scalp a second and very appreci- 
able resistance will be felt. In overcoming this the 
needle slips into the sinus, the entry being signalled 
by a thin stream of blood mixing with the citrate 
solution in the barrel of the syringe. Care is neces- 
sary to keep the needle from moving. Disconnect 
the barrel of the syringe, replace it by the 10 c.cm. 
syringe, and very slowly deliver the citrated blood 
into the sinus. Unless the needles are of large 
gauge, an appreciable amount of force will be neces- 
sary to empty the syringe, but as long as the baby’s 
head and the syringe have not been moved, the 
surgeon can be sure that the needle is still in the 
sinus and can inject with confidence. 
C. H. Davis, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Stevens, W. E.: Malignant Tumors of the Supra- 
renal Gland. J. Am. M. Ass., 1923. 1xxx, 171. 


Stevens reports the case of a boy 17 years of age 
who died from hypernephroma twenty-two months 
after the beginning of symptoms. There seemed to 
be a definite relationship between the development 
of the tumor and trauma as severe pain first occurred 
in the left upper quadrant of the abdomen two hours 
after the lifting of a heavy trunk. Operation 
showed a retroperitoneal hematoma. Subsequently 
the pain recurred at intervals, the region of the left 
kidney became tender, and a mass became pal. 
pable in front below the ribs. The blood pressure 
rose to 175 and 120. Indigocarmine injected intra- 
venously did not appear from the left ureter in 
seventeen minutes. The patient complained of a 
chilly sensation, night sweats, anorexia, indigestion, 
and vertigo, and developed a brownish pigmentation 
of the face and a diffuse mottling over the entire 
body. 

The author reviews seventy cases. The first 
symptom was weakness. This was followed by loss 
of appetite, vomiting, diarrhoea, and pain from 
pressure. The average age of the patients was 32! 
years. In most cases, the tumor was fatal much 
sooner than in the author’s case. 

The only hope of recovery depends on early 
diagnosis and removal of the tumor before metas- 
tasis occurs. Roentgen-ray and radium treatment 
should be given before and after the operation. 

B. F. Rotter, M.D. 


Harrison, G. A., and Lawrence, R. D.: Diastase in 
the Blood and Urine as a Measure of Renal 
Efficiency. Lancet, 1923, cciv, 169. 


The concentration of urinary diastase has been 
wisely used as a test of pancreatic and renal effi- 
ciency. Comparatively few investigators, however, 
have estimated the blood diastase, and even fewer 
have determined the values for blood and urine 
simultaneously. 

The authors found estimations of diastase in 
both the blood and the urine of value in the con- 
firmation of other renal efficiency tests, and state 
that reliance should never be placed on an estima- 
tion made on the urine alone. 

The conclusions drawn are summarized briefly as 
follows: 

1. It is immaterial whether serum or plasma is 
used for the estimation of blood amylase. 

2. The concentration of the enzyme in the blood 
remains constant throughout the day. 

3. Normally, the values for the blood lie between 
3 and ro units. 


4. It is necessary to demonstrate retention of 
diastase in the blood before concluding that disease 
of the kidneys is responsible for a decrease in the 
excretion of the ferment. 

5. Diastase estimations have been found useful 
in the confirmation of other renal efficiency tests, 
but only in severe cases. Louts Gross, M.D. 


Sutton, M. G.: The Action of Hexamethylene- 
Tetramine. Med. J. Australia, 1923, i, 31. 


The following article is.a discussion of the method 
of using potassium citrate with “hexamine”’ in pye- 
litis. 

In true bacillus-coli infection the urine has an 
acidity of approximately pH;, never more. This is 
due to the fact that the bacillus produces an acid 
and does not split up urea, and the fact that in the 
acute fulminating type of pyelitis there is an asso- 
ciated acidosis. The para-colon group alkalinize 
litmus milk and are therefore found in slightly acid 
or neutral urine. In mixed infections, especially 
those with obstruction, urea is split. 

The antiseptic value of hexamine is due to the 
fact that in an acid medium it is split up into for- 
maldehyde and ammonia. The normal acidity of a 
24-hour urine is p Hs. An acidity of p Hg is needed 
to inhibit growth completely, but an acidity as low 
as p Hg will retard it. The alkaline inhibition point 
for bacillus coli is p Hs.g to p Ho.6, but the injec- 
tion of alkali will not produce urine more alkaline 
than p Hg¢5 or p Hg;._ Its beneficial results may 
be diuresis or the neutralization of toxins. 

A 1:5,000 solution of formalin will inhibit the 
growth of bacillus coli communis in thirty minutes. 
Therefore infections higher than the bladder are 
not influenced by it. 

Alkalies combat acidosis, but rarely inhibit the 
growth of bacillus coli communis. Alkalies may be 
given before hexamine to neutralize the gastric 
juice temporarily, but acid sodium phosphate should 
be given with it. Hexamine is given before meals to 
evade the “‘acid tide”’ of the stomach and the “‘alka- 
line tide”’ of the urine. Fluid should be restricted. 

Hexamine is valueless in cases of urinary ire- 
quency or bladder fistula and when an indwelling 
catheter is used. It is of doubtful value in lesions 
higher up or in the urethra. C. D. Picxrett, M.D. 


Fullerton, A.: Unilateral Diuresis. Surg., 
Obst., 1923, XXxvi, 16. 

The author reviews the various theories regarding 
urinary secretion and classifies diuresis as active oF 
acute, the type seen in hysterical or nervous persons. 
and passive or chronic, that due to obstructive 
conditions of the urinary outlet such as prostatic 
enlargement. 
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The purpose of this article is to establish the 
importance of diminished specific gravity of the 
urine from one kidney as a sign of disease of that 
kidney or disturbance of its function. The author’s 
observations are based on 448 cases. In this series 
were 117 patients in whom all the evidence of careful 
cystoscopy was against a renal origin of their com- 
plaint. In 111 of the 117 cases the specific gravity 
was equal on the two sides. The remaining six are 
ruled out as the author believes that in these cases 
there had been a previous kidney disorder. The 
specific gravity was equal on the two sides also in 
ten cases of bilateral nephritis and twenty-one of 
twenty-six cases of bilateral pyelitis. In the re- 
maining cases the severity of the condition as shown 
by the amount of pus and albumin was. greater on 
the side of the lower specific gravity. 

These facts show that a difference in specific 
gravity on the two sides indicates some abnormal 
condition on one side, or, if both kidneys are diseased, 
an inequality in the extent of the involvement on 
the two sides. A lowered specific gravity was found 
on the affected side in cases of renal calculus, tuber- 
culosis of the kidney, tumor of the kidney, uni- 
lateral pyelitis, hydronephrosis, polycystic disease 
of the kidney, movable kidney, renal colic, renal 
infarcts, gunshot wounds of the kidney, and certain 
cases of symptomless renal hematuria. 

H. W. PLaccemeyer, M.D. 


Lowsley, O. S., and Muller, H.R.: An Experimental 
Study of Various Chemicals Used in Pyelog- 
raphy. J. U’rol., 1923, ix, 1. 


The authors confirm the work of Eisendrath who 
found that injecting any material into the kidney 
pelvis under pressure sufficient to cause over- 
distention is a dangerous procedure, leading to an 
inflammatory reaction in the kidneys, pulmonary 
embolism, oedema, and death. They note that 30 
per cent ammonium bromide and 20 per cent sodium 
iodide cast as deep shadows as bismuth nitrate in 
suspension, and that potassium iodide gives the 
most distinct shadows of all. Sodium iodide is as 
opaque as sodium bromide or a 15 per cent thorium 
nitrate solution, less toxic than either, of lower 
viscosity, less hypertonic, and therefore less harmful. 
It is now used in 20 per cent solution. 

Pyelography is indicated to ascertain the extent 
of damage ot the pelvis, the degree of dilatation, 
the exact location of a stone, and the presence of 
hydronephrosis, malignant growths, malformations, 
strictures, or anomalies. 

_ The principal contra-indications are a subacute 
infection, deficiency of the kidneys, old age, and 
great weakness. 

The authors insert lead catheters through a 
cystoscope, take specimens for laboratory examina- 
tion, and make the efficiency tests first. They then 
make roentgenograms of the upper and lower tracts. 
Sodium iodide solution is then injected and new 
roentgenograms are made. A fifth roentgenogram 
is made with the patient in the erect position, the 
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catheters having been withdrawn to the ureteral 
orifices and sodium iodide injected during their 
withdrawal. The sodium iodide is drawn off by 
reinserting the catheters. For cystograms silver 
iodide emulsion has been found a satisfactory 
medium. Both kidneys may be examined at once 
by this method. B. F. Rotter, M.D. 


Quinby, W. C.: Perirenal Insufflation of Oxygen. 
J. Urvol., 1923, ix, 13. 

The most reliable of recent reports are not 
enthusiastic regarding the perirenal insufflation of 
oxygen, and the author finds that this procedure 
does not give plates of any greater value than the 
stereoscopic plates made over ihe Bucky diaphragm. 
He believes there is little danger of mediastinal 
emphysema and penetration of the bowel if the 
operator has even ordinary judgment and knowl- 
edge of anatomy. Quinby used oxygen collected in 
a sterile liter flask connected with a 2-liter flask 
of sterile water, and a lumbar puncture needle 
marked in centimeters. The patient was placed on 
his side, and after the induction of local anesthesia 
the needle was inserted into the loin, pointing up 
and in toward the lower pole of the kidney, through 
the perirenal fascia but not into the kidney, to a 
depth of 2!% to 10 cm. according to the patient. 
When the needle was in position the water flask 
was inverted. At an elevation of 2 ft. the water will 
displace the oxygen with moderate pressure. The 
best results were obtained by injecting the kidney 
pelvis and making an X-ray exposure from twelve 
to fourteen hours after the gas insufflation. 

Dense adhesions about the kidney such as follow 
an operation are a definite contra-indication to the 
insufflation of gas. B. F. Rotter, M.D. 


Braasch, W. F.: Renal Torsion. J. lrol., 1923, ix, 53. 


At times in the course of pyelography, abdominal 
exploration, or necropsy a marked deviation from 
the normal in the relative position of the renal pel- 
vis and calices is found. The pelvis may lie anterior 
to the calices, or the normal relations may be re- 
versed so that the calices are median to the laterally 
lying pelvis. This torsion may be due to an arrest 
of the renal mass in its progress upward while the 
pelvis is still anterior and before complete rotation 
has occurred. Renal torsion may be caused also by 
other than congenital factors such as acquired renal 
ptosis resulting trom various factors, floating kid- 
ney being the most common. The long axis is often 
changed from the normal vertical so that the pelvis 
extends horizontally. Another responsible factor is 
displacement of the kidney by external pressure. 
This may be produced by an extrarenal tumor, peri- 
nephritis, and spinal deformity. In such cases the 
kidney may be markedly displaced. It is not unusual 
to find it over the vertebra under the tenth or 
eleventh rib or in the bony pelvis. Intrarenal tumor 
may cause torsion through displacement or by 
encroaching on the pelvis. Renal rotation may 
result also from perinephritis and subsequent cica- 
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tricial retraction. ‘This accounts for the unusual 
position in which an infected kidney is found at 
operation. 

The anteriorly rotated kidney may be felt on 
abdominal palpation, but generally the diagnosis is 
made only by means of pyelography. The calices 
may be outlined by round areas of accentuated 
density or may be observed extending distinctly 
median to the laterally lying pelvis. In cases of 
acquired renal ptosis a wide range of abnormal rota- 
tions of the pelvis may be observed. As a result of 
extrarenal pressure the pelvis may be displaced in 
any direction and abnormal rotation is not uncom- 
mon. This rotation from extrarenal factors is gen- 
erally not so marked as that due to congenital 
anomalies and rarely causes urinary obstruction. 


Mueller, A.: The Diagnosis and Surgical Treatment 
of Accessory Kidney (Zur Diagnose und Opera- 
tion der akzessorischen Niere). Zéschr. f. urol. Chir., 
1922, 1X, 141. 

Mueller reports the case of a man 28 years old 
whose condition had been variously diagnosed. 
Appendectomy had been advised, and an operation 
had been performed also for supposed inguinal 
hernia. Bladder symptoms finally led to a urolog- 
ical examination. 

On the right side two ureteral orifices were found. 
With the aid of pyelography, chromocystoscopy, 
and ureteral catheterization, a diagnosis of double 
right kidney with non-function, pyelonephritis, and 
hydronephrosis of the lower portion was made. The 
left kidney was normal. 

At operation the accessory organ was found 
attached to the lower pole of the right kidney but 
separated from it by a furrow. The accessory 
organ had a distinct vascular supply, and ureter, 
and a distended pelvis. It was resected in a wedge- 
shaped section. 

Anatomically the specimen proved to be a hypo- 
plastic kidney with subacute inflammation. 

In the second case of double kidney observed by 
the author there was double hydronephrosis; ihe 
upper, accessory portion of the kidney had been 
entirely destroyed, while the lower portion showed 
only very small remnants of functioning paren- 
chyma. There was no communication between the 
two organs. These findings indicated removal of 
the entire kidney and the dilated ureters. 

The author reviews the literature on double 
formation of the kidney. The primary inferiority 
of the double organ and the frequent complication 
in the course of the ureters are responsible for the 
frequency with which the double organ becomes 
diseased (pyelitis, pyonephrosis, hydronephrosis). 
It is an interesting fact that tuberculosis is often 
restricted entirely to one portion, even when the 
duplication is not particularly marked; nevertheless, 
resection of only one-half of the kidney in cases of 
tuberculosis is not recommended. 

Today, by means of pyelography and tests of 
function, the diagnosis of double kidney is possible, 
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even as regards such details as forking of the urcter 
with only one outlet. In the presence of unexplained 
abdominal symptoms, the possibility of renal 
abnormalities should be borne in mind. In cases of 
slight pyelitis, conservative treatment may be con- 
sidered, but when the condition is more severe, 
operation is indicated. When one-half of the double 
organ is normal it should be preserved if possible. 
JANSSEN (Z). 


Stanton, E. M.: Renal Colic Associated with Ure- 
thral Conditions in Women. Am. J. Obs!. & 
Gynec., 1923, V, 72. 

A working hypothesis for the correlation of the 
symptoms and pathology in these cases may be 
stated as follows: 

The patient is of the hypersensitive type. She 
develops a slight non-specific urethritis, not an 
uncommon disease in women, which sets up a more 
or less plastic condition of the urethra and favors 
the development of a trigonal cystitis. When the 
trigonal cystitis involves the region of the ureteral 
orifice, the ureter is sensitized so that on slight 
stimulation it develops the ureteral spasms which 
are the true cause of the renal colic. It is very 
possible that the renal colic begins with painful 
spasmodic contractions of the urethra following 
urination and that these contractures of the urethra 
are transmitted through the trigone to the ureter. 
At any rate, if the urethra is kept dilated, the tri- 
gonal cystitis, the urinary irritability, and the 
renal colic tend to disappear. 

E. L. Cornett, M.D. 


Eisendrath, D. N.: Renal Calculi. Wisconsin M. 
1923, Xxi, 340. 

Eisendrath discusses the formation and re-forma- 
tion of calculi, the advances in the X-ray diagnosis 
of renal calculi and their differentiation from other 
conditions, the absence of a clinical picture pathog- 
nomonic of their presence, the importance of con- 
genital anomalies of the kidney and ureter, the 
indications for operation, and the improvements in 
the methods of removing renal calculi. 

Calculi occur in bacteria-free kidneys as well as 
those presenting an infection. Their formation is 
favored by obstruction to the outflow of urine from 
the kidney and by disturbance of the innervation 
of the organ as in spinal cord injury or disease. In 
aseptic kidneys the stones usually found are uric 
acid and oxalate calculi, while in infected kidneys 
calcium phosphate and carbonate stones are more 
common. The experiments of Rosenow and Meisser, 
in which stones were formed in the kidneys of dogs 
by injecting the animals with organisms isolated 
from a man suffering with recurrent calculus forma- 
tion, made a very valuable contribution to our know- 
ledge of stone formation. Many instances of so- 
called recurrences of calculi are cases of small stones 
overlooked at the first operation rather than cases 
of true re-formation. 
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lig. 1. Areas to be included in roentgenogram of the 
urinary tract. The upper exposure should always show 
the last two ribs on each side, the bodies and transverse 
processes of the last two dorsal and first four lumbar 
vertebrie, the shadow of at least the lower two-thirds of 
the kidney, and the markings of the psoas muscle. The 
lower picture is taken in such a way as to overlap some- 
what the upper one, and includes the entire pelvis and the 
last lumbar vertebra. 


Pyelography and ureterography are often indis- 
pensable in the diagnosis of this condition when the 
X-ray study alone gives doubtful findings. 

Fisendrath reviews the classical symptoms of 
calculus in the kidney and then points out how they 
may mislead. Other kidney conditions frequently 
cause exactly the same symptoms. The diagnosis 
of renal calculi should never be made hurriedly 
from the symptoms alone. 

Congenital anomalies are responsible for many 
problems in the diagnosis. In such cases also the 
X-ray study combined with opaque injections is 
frequently of great value. 

Operative intervention may or may not be urgent. 
It is urgent in cases of calculus anuria and calculus 
blocks. While some cases of this type can be relieved 
by ureteral catheterization, one should not wait 
longer than forty-eight hours for relief of the anuria. 
If then the stone cannot be located at operation, 
nephrotomy or pyelotomy should be done im- 


Fig. 2. Multiple gall-stone shadows. Note the charac- 
teristic facetted shadows, each one of which has a dark 
periphery and a lighter center. 


Fig. 3. Tracing of X-ray from case showing simultaneous 
— of a branching or coral-like calculus in the right 
idney and gall-stones. 


mediately, removal of the stone being delayed 
for a later time. The tendency towards conserva- 
tion of an organ which still retains some function- 
ating parenchyma is one of the important advances 
in modern urology. In the majority of cases of renal 
stone operation is not urgent. 

The author discusses the problems met with in 
cases of unilateral and bilateral calculi. For the 
removal of kidney stones he advocates pyelotomy 
in preference to nephrotomy. Recently the field of 
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application of pyelotomy has been greatly widened 
by extending the incision into the parenchyma 
after the preliminary ligation of the retropelvic 
artery. 

Routine functional study with phthalein, the 
determination of the urea and creatinin content of 
the blood, and pyelography are all of value in deter- 
mining the capacity of the involved kidney as well 
as the opposite kidney, and aid in the decision as 
to whether the treatment should be conservative 
(pyelotomy) or radical (nephrectomy). 

H. W. E. M.D. 


Ekehorn, G.: The Treatment of Hydronephrosis 
Caused by Abnormal Renal Vessels (Zur Be- 
handlung der durch anormale Nierengefaes-e verur- 
sachten Hydronephrose). Ztschr. f. urol. Chir., 1922, 
X. 122. 

Ekehorn is of the opinion that under certain 
favoring conditions, dependent upon the course of 
the vessel, hydronephrosis must of necessity occur 
sooner or later in the presence of accessory renal 
vessels. In the early stages the ligation of the 
vessel is usually sufficient, but nephropexy may also 
come up for consideration. In cases of marked 
dilatation of the renal pelvis and changes in the 
kidney there may be some doubt as to the sufficiency 
of this operation. 

In a case reported, attacks of pain occurred every 
month for two years. The roentgen examination 
was negative. The ureters could be catheterized 
up to a distance of 35 cm. without difficulty, but 
collargol did not reach the renal pelvis. At opera- 
tion the renal pelvis was found markedly dilated, the 


kidney hydronephrotic, and the kidney surface 
irregular. An accessory renal artery as thick as a 
radial artery crossed the ureter on its anterior 
surface and divided into two equally large branches 
at the edge of the hilus. There was no stricture of 
the ureter. The operation consisted of simple liga- 


tion of the artery. Primary healing followed, and 
at the end of two years the patient was still without 
symptoms. BERNARD (Z). 


Necker, F.: The Clinical Picture of Chronic Inflam- 
matory Diseases of the Renal Coverings (Bei- 
traege zur Klinik chronisch-entzuendlicher Erkran- 
kungen der Nierenhuellen). Zéschr. f. urol. Chir., 
1922, IX, 409. 

The author applies the term “epinephritis” to 
the chronic inflammatory diseases confined to the 
fibrous capsule, and the term “‘perinephritis” to 
inflammations of the true fatty capsule which run 
their course outside of the retrorenal fascia in the 
retroperitoneal mass of fat. The phlegmonous- 
suppurative form stands forth prominently as a dis- 
tinct disease condition among the inflammations of 
the renal coverings. 

In nineteen cases of perinephritic abscess operated 
upon, the mortality was 26.5 per cent. Disturbances 
on the part of the urinary tract are completely 
absent in uncomplicated, metastatic perinephritic 
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abscesses. When they are present, involvemeni of 
the kidney is indicated. In cases of isolated cortical 
abscess of the kidney, colic and increased frequency 
of micturition are rarely absent. 

Necker deals chiefly with the more chronic pro- 
ductive inflammations of the renal coverings. ‘hese 
are the sequela of protracted renal suppurations 
and lead to the transformation of all the renal cover- 
ings, including the fibrous capsule, into a rigid 
plate of tissue adherent to the surrounding purts. 
An attempt at extirpating changed renal coverings 
with the kidney would be futile and might lead to 
very serious secondary injuries of the pleura, the 
peritoneum, the vena cava, and the intestine. There- 
fore in such cases a subcortical nephrectomy should 
be done. In cases of secondary fibrosclerotic peri- 
nephritis radical treatment is indicated only when 
there is marked destruction of the kidney. 

In the rare cases of primary indurations of the 
kidney, removal of the induration is followed by 
improvement in renal function. The author reports 
three cases of his own. Acute perinephritic abscess 
has been demonstrated a cause. Drainage of such an 
abscess does not lead to a cure. Only wide incision 
of the induration and decortication of the kidney 
are effective. The differential diagnosis is difficult. 
Gunshot injuries are another important factor in 
the fibrosclerotic disease of the renal coverings. Ail 
of the three cases observed were treated most suc- 
cessfully by splitting of the induration. 

Fibrosclerotic changes of the renal coverings con- 
stitute a distinct disease arising from acute, phleg- 
monous inflammation of the fatty capsule. Prob- 
ably they are produced by slightly virulent exci- 
tants which do not cause the breaking down of all 
the fatty coverings as does the ordinary paraneph- 
ritic abscess, but lead to a productive chronic 
inflammation with massive transformation of firm 
connective tissue poor in nuclei. This tissue resem- 
bles the callus seen in urethral stricture and the so- 
called woody phlegmons of the space of Retzius. 

GRAUHAN (Z). 


Bruce, H. A.: Tumors of the Kidney. Canadian 1. 
Ass. J., 1923, xiii, 13. 

Of all malignant tumors, those of the kidney rep- 
resent the very small percentage of 0.05, and of all 
kidney tumors about 65 per cent are hypernephro- 
mata. It is usually impossible to say whether « 
given mass in the kidney region is a hypernephroma, 
a sarcoma, a carcinoma, or an adenoma, and it is 
also difficult to determine whether the mass is : 
tumor of the kidney itself or of the surrounding 
structures. 

Renal tumors may arise in the parenchyma, the 
pelvis, or the capsule, and are of connective tissuc 
or epithelial origin. Sarcoma is more common thai 
carcinoma, and with the exception of the melanotic 
type, is usually primary. Carcinoma is usually 
secondary to carcinoma elsewhere—in the testis. 
stomach, uterus, breast, pancreas, or the othe! 
kidney. Hypernephromata occur as a rule at the 


age of 55 years, but are found from childhood to ad- 
vanced life. The time from the appearance of the 
firs! symptom to the recognition of the growth 
varics from a few weeks to three years. The tumor 
may be the only sign. 

In the diagnosis of renal tumors the author con- 
siders three cardinal symptoms: hematuria, tumor, 
and pain. He gives points in the differential diag- 
nosis and states that ureteral catheterization, func- 
tional tests, and pyelograms are of aid. He reports 
two cases of papillary carcinoma. One patient 
recovered but the other developed a recurrence and 
is now receiving deep X-ray treatment. He reports 
also a case of fibrosarcoma with dense adhesions of 
the caecum. H. L. Sanrorp, M.D. 


Rehn, E., and Roettger, P.: The Cause and Preven- 
tion of Secondary Hamorrhages After Neph- 
rotcmy (Ueber Ursache und Verhuetung der Nach- 
blutungen nach Nephrotomie). Ziéschr. f. urol. Chir., 
1922, X, 359. 

The statement made by Barth that every division 
of an arterial branch leads to the death of tissue 
(the formation of an infarct) still holds good to- 
day. Therefore the discovery that the arterial 
systems of the ventral and dorsal halves of the 
kidney are independent of each other was of great 
importance. In man, the plane of division found 
by Zondeck lies somewhat posterior to the center. 
Accordingly, the loss of a considerable amount of 
parenchyma may be avoided by the proper placing 
of incisions. Marwedel splits the kidney by a trans- 
verse incision. 

Secondary hemorrhage may follow nephrotomy 
immediately or after a period of a few days. In the 
authors’ opinion the early hemorrhages are due to 
a poor operative technique and can be prevented by 
careful suturing of the parenchyma. 

Some time ago, Rehn called attention to the pos- 
sibility that circulatory disturbances in the split 
kidney may be the cause of the frequently fatal 
secondary haemorrhage. As nephrotomy has an 
unfavorable effect on the delicately co-ordinated 
function of the kidney, he directed his attention 
particularly to the physiological fixation of the split 
kidney to prevent kinking of the renal pedicle and 
choking of the vein and to obtain patency of the 
renal pelvis and the ureter. 

His theories were tested by twelve nephrotomies 
performed at the Freiburg clinic during the last two 
years. In a case of unfixed and undrained kidney a 
fatal secondary hemorrhage occurred. In ten cases 
healing resulted without hamorrhage and without 
the formation of a urinary fistula, but in one case 
bleeding occurred because the catheter was re- 
moved too early and in another case a urinary fistula 
developed because the ureteral catheter was left in 
place too long (fourteen days). 

While secondary haemorrhage does not occur in all 
cases of poorly fixed kidneys, it is a complication in 
a number of cases, and the kinking of the veins is an 
important factor. 
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Stasis of the urine leads to hyperemia and bleed- 
ing in the parenchyma of the kidney which is split 
or in the first stages of healing. This may be pre- 
vented, as Kuemmell suggested, by introducing a 
ureteral catheter through or into the bladder by 
way of the nephrotomy wound. If stasis of the urine 
occurs in the presence of an undisturbed supply of 
blood as the result of kinking or obstruction of the 
ureter, a secondary hemorrhage may develop even 
after the renal wound is more firmly healed. If the 
wound gives way, a urinary fistula will develop and 
this will eliminate the danger of secondary hemor- 
rhage. 

The following precautions are necessary for the 
prevention of the complications mentioned: (1) 
proper placing of the incision (Zondek or Marwedel), 
accurate co-aptation and careful suturing; (2) meas- 
ures to prevent stasis of the urine; and (3) fixation of 
the kidney in its physiological position. 

In the technique recommended by the authors a 
thick ureteral catheter is pushed through the renal 
wound into the renal pelvis and through the ureter 
into the bladder, and its free end fixed. This cathe- 
ter is removed between the sixth and tenth days. 
The kidney is carefully sutured up to the opening 
for drainage. In pyelitis a thick rubber drain may 
be pushed over the catheter into the renal pelvis. 
The renal fixation is done in such manner that the 
kidney, decapsulated at its lower pole, is brought 
back into the normal position and pushed upward 
until its lower border is parallel with the costal 
arch. A large needle threaded with heavy silk is 
then inserted at the lower border of the twelfth rib, 
through the lower pole of the kidney, and brought 
out at the upper border of the twelfth rib. The 
thread is left in place for fourteen days. 

Roepetius (Z). 


Legueu: The Immediate Results of Nephrectomy. 
Med. Press, 1923, N.S. CXV, 51- 


In considering the advisability of nephrectomy 
three factors must be taken into account, viz., the 
renal factor, the surgical factor, and the presence of 
tuberculosis. 

In testing renal function Legueu relies on Am- 
bard’s constant. He states that when there is a 
constant of o.1 or better, nephrectomy will be safe. 
All the other tests of renal function are only relative. 
After nephrectomy, from 100 to 125 ¢.cm. of urine 
are usually passed during the first three or four days, 
the quantity then gradually increasing. If it does 
not increase, glucose solution is given per rectum 
or under the skin. 

With regard to the technique of nephrectomy 
Legueu states that he uses no drainage and fills the 
wound with glucose solution. 

In cases of tuberculosis there is usually a tem- 
perature of 39 degrees C. after the operation but 
this continues only for a day or two. After any 
operation there may be generalization of the disease 
to the pleura, peritoneum, meninges, or bones. 

V. D. Lesprnasse, M.D. 
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BLADDER, URETHRA, AND PENIS 


Lenormant, C.: A Case of Mixed Tumor, Epithelio- 
Sarcoma, of the Bladder of Probably Al- 
lantoid Origin (Sur un cas de tumeur mixte— 
epithelio-sarcome—d’origine probablement allantoi- 
dienne). J. d’urol. méd. et chir., 1922, xiv, 273. 


In a woman 55 years of age Lenormant found 
implanted upon the summit of the bladder a tumor 
which in most respects differed from neoplasms 
commonly involving the bladder. He has found no 
exactly similar case in the literature though there 
are a few which somewhat resemble it. There was 
no symptom suggesting bladder disease. The tumor 
was diagnosed as a uterine fibroma. At operation 
it was found to be the size of a child’s head and to 
involve the wall of the bladder but not the mucosa. 
It was removed by resecting the summit of the 
bladder. The patient made a good recovery. 

Histologic examination of the tumor showed it 
to be a mixed tumor, an epitheliosarcoma. This 
variety of neoplasm is rare in the bladder. Accord- 
ing to Lenormant, the only proved case of epithelio- 
sarcoma of the bladder reported was a case published 
by Krompecher in 1908. 

Lenormant believes that at the upper pole of the 
bladder there may be a persistence of embryonic 
rests originating from the allantoid vesicle, and 
that certain tumors of the summit of the bladder 
may be due to proliferation of such rests. Albarran, 
who was the first to describe bladder tumors of 
allantoid type, reported two cases. Hartmann also 
described an epithelial tumor of the bladder which 
he considered of allantoid origin, but his description 
was very brief. Lenormant has obtained a detailed 
description of this tumor which he gives in this article. 

If the hypothesis regarding the pathogenesis of 
the tumors in the case reported by Hartmann and in 
the author’s case is correct, it must be concluded 
that the embryonic débris of the upper pole of the 
bladder, like that of the cervicofacial region, may 
give origin to pure epithelial tumors (as in Hart- 
mann’s case) or to epithelio-conjunctive tumors 
(as in the author’s case). These are not true vesical 
tumors any more than mixed tumors of the parotid 
are true parotid tumors. They are rather juxta- 
vesical tumors, this explaining their excentric devel- 
opment and the absence of bladder symptoms. 

W. A. BRENNAN. 


Parker, W. B.: Bladder Neck Obstructions; Their 
Surgical Relief in Reference to the Young 
Punch. Surg., Gynec. & Obst., 1923, Xxxvi, 36. 


The author states that while the various phases 
of bladder neck obstruction are common, the patho- 
logical physiology of the musculature with regard 
to increased tone, spasms, dysuria, tenesmus, and 
retention has not been satisfactorily explained on 
the basis of the symptoms and the pathology found 
at operation or at the time of diagnosis. The blad- 
der neck and its muscle fibers are seldom primarily 
at fault in these disturbances. 


Long-continued spasm of the bladder neck must 
surely culminate in pathologic changes such as 
hypertrophy, proliferation of fibrous tissue, and 
reduction of resiliency. 

The most common factors in the production of 
bladder neck obstructions other than prostatic 
adenoma are postinflammatory changes in the mu- 
cosa following posterior urethritis and cysto-ureth- 
ritis. These conditions at the onset are apparently 
insignificant, but have a distinct set of symptoms, 
such as intermittent urethral discharge, without 
infecting organisms, various degrees of difficulty in 
the voiding reflex with increased frequency, slight 
or even marked impotence, and occasional bleeding 
at the end of urination. Parker states that little 
attention has been paid to contractures of the blad- 
der neck with or without prostatic hypertrophy, 
and that in the fear of causing incontinence many 
urologists have refused to attack changes in this 
location even when the bladder was open and such 
changes could be seen and felt. In Parker’s opinion 
the Young punch has given brilliant results by 
removing the inflammatory tissue not only as a 
groove upon the floor but around the entire involved 
vesical ring. 

Postoperative contraction is another type of ob- 
struction which may occur after enucleation of 
the prostate by either route. 

The various modifications of the Young punch 
are compared and their respective merits and indi- 
cations are stated. 

The author concludes that in many cases of 
obstruction at the neck of the bladder the causes are 
not only local infections but also remote foci and 
systemic toxemias. The MacGowan modification of 
Young’s technique he regards as the best method 
for most cases of this character, and the modified 
Young punch or median bar incisor as the most 
efficient and safe instrument for the surgical relief 
of such contractures. 

The mortality rate has been practically nil and 
hemorrhage does not occur. The preparation of the 
patient is of the greatest importance. 

J. S. E1senstaEpt, M.D. 


Plisson, L.: Associated Closed Traumatic Ruptures 
of the Posterior Urethra and Bladder (Con- 
tribution a4 l'étude des ruptures traumatiques fer- 
mées associées de l’uréthre postérieur et de la vessic). 
Lyon chir., 1922, xix, 535. 

Concomitant ruptures of the posterior urethra 
and the bladder with vertical disjunction of the 
symphysis pubis are very rare. Plisson reports such 
an injury in a man who was thrown from his horse. 
The symptoms suggested rupture of the bladder with 
pelvic fracture. 

A suprapubic incision disclosed vertical disjunc- 
tion of the pubes and rupture of the neck of the 
bladder. The tear was situated so low and the 
retropubic region was so contused that bladder 
suture was not attempted. A hypogastric drain was 
inserted and the space of Retzius tamponed. 
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Several days later an attempt at catheterization 
revealed a rupture of the posterior urethra not 
recognized at the first examination. Suturing of 
this rupture was delayed for several months to 
await the closure of the space of Retzius and the 
establishment of the hypogastric meatus. The pa- 
tient left the hospital in excellent condition. 

In the literature Plisson found only three other 
cases of simultaneous rupture of the bladder and 
urethra following a pelvic injury not opening the 
superficial tissues, and these were not exactly the 
same as the case reported in this article. 

With regard to the surgical treatment the author 
states that the method of choice consists in suture 
of the urethra and suprapubic drainage of the urine. 
When suture of the urethra is impossible, the treat- 
ment indicated is suture of the bladder, perineal 
drainage of the urine by means of a retention cathe- 
ter, and subsequent repair of the urethra by the 
method of Pasteau and Iselin. If neither the bladder 
nor the urethra can be sutured, suprapubic drainage 
of the bladder and drainage of the posterior urethra 
through the perineum should be instituted at the 
primary operation and the urethra repaired by the 
Pasteau and Iselin method at a second operation 
later on. 

The same result can be obtained more rapidly by 
opening the perineum and the bladder, catheterizing 
the urethra either by the meatus or by the retro- 
grade route, leaving the urethra to cicatrize over 
the sound left in situ, and allowing the suprapubic 
opening to close secondarily after urethroperineal 
cicatrization. W. A. BRENNAN. 


Schiller, H.: Regeneration of Resected Urinary 
Bladders in Rabbits. Surg., Gynec. & Obst., 1923, 
XXXVI, 24. 

Regeneration is usually defined as the re-forma- 
tion of a lost part or parts of a morphological unit, 
or the new formation of lost cells from cells of the 
surrounding tissue. It is the replacement of a lost 
part by a newly-formed part corresponding in form, 
structure, and size. 

There are two forms of regeneration: the physio- 
logical, such, for example, as the constant re- 
formation of epithelial cells, hair, blood cells, etc; 
and the reparative, which we see as a sequel to loss 
of tissue substance following trauma. Closely related 
to regeneration is the process of compensatory 
hypertrophy observed in the glandular organs of 
vertebrates (kidneys, ovaries, etc.). 

The author’s experiments with regard to regen- 
eration of the bladder were performed on rabbits 
under 6 months of age. The bladder was extirpated 
down to the ureteral orifices and anteriorly, close to 
the urethra. The cavity left was scarcely large 
enough to hold % c.cm. of fluid. Of the nine animals, 
only two were lost through infection. Within eight- 
cen months the size of the newly formed bladder in 
the cases successfully operated upon was within one- 
third the size of the normal bladder. No changes in 
the ureters or pelvis of the kidneys could be found. 


The histologic findings indicated that these re- 
formed bladders were the result of a true regenera- 
tive process. The muscle fibers and the muscle 
bundles in the new-formed wall were slender, where- 
as in hypertrophic and hyperplastic conditions the 
contrary would be expected. Hyperplasia no doubt 
takes place shortly after the resection, but regenera- 
tion sets in soon. H. W. Praccemeyer, M.D. 


GENITAL ORGANS 


Sand, K.: Ligation of the Vessels (Epididymec- 
tomy) by Steinach’s Method as a Means of 
Rejuvenation in Old Age and in Other Condi- 
tions such as Impotence and Depression. (Vaso- 
ligatur—Epididymektomie—nach Steinach ange- 
wandt als Verjuengungsmittel bei Greisentum und 
anderen Zustaenden wie Impotenz und Depression). 
Ugesk. f. Leger, 1922, Ixxxiv, 597, 150. 

Six months ago Sand performed on dogs his first 
experiments on resection of the epididymis. He is 
now able to report that the results have been lasting 
as well as brilliant. The first similar operation on 
man he performed in September, 1920. The effect 
of the operation cannot be regarded as a true reju- 
venation. The phenomena of old age are merely 
somewhat retarded by the processes set up by the 
vasoligation. 

In this article the author reports fifteen cases. 

Attention is called to the difficulty in judging the 
results of such an operation and the importance of 
collecting a large number of cases on which to base 
our conclusions. In every case the author carefully 
explained the problem to the patient and made it 
clear that the operation was still in its experimental 
stage and that its certain result was sterility. In 
order to exclude suggestion, he had the patients 
write up their own case records. The condition of 
the patient was recorded very carefully, and his 
weight, blood pressure, and dynamometer readings 
were given. 

The technique of the operation is of particular 
importance. Sand was not content with a simple 
vasectomy, even at the cauda, always performing 
an epididymectomy. This must be done with the 
greatest caution. Several centimeters of the epidi- 
dymis, high up on the caput, should be exposed 
with small instruments with care to spare the blood 
vessels and nerves for the nourishment of the testicle. 
After exposure, Kocher clamps are applied at the 
upper and lower limits of the area to be resected. 
Both stumps are cauterized with a Paquelin cautery 
to insure cicatrization. The tunica propria is closed 
with a pursestring suture. 

The case histories are given in full. From these 
it is seen that the patients suffered no harm from 
the operation and were pleased with the result. 
There was wide variation as to the time of the ap- 
pearance of the reaction. In this connection it must 
be remembered that there is an extraordinary dif- 
ference in the condition of the tissues of the body, 
especially in older persons, in many of whom they 
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are so much altered that any regeneration is out of 
the question. The author believes he is justified in 
stating that with this operation it is possible to 
influence the organism in the sense of stimulation, 
regeneration, or restitution, but not in the sense 
implied by the term “‘rejuvenation.” Port (Z). 


Stanley, L. L.: An Analysis of 1,000 Testicular Sub- 
stance Implantations. /ndocrinology, 1922, vi, 
787. 

The injection underneath the skin of the abdo- 
men of testicular substance cut with a knife or cork- 
borer into strips suitable for a pressure syringe 
similar to the Beck paraffin syringe gave Stanley 
some very interesting results. The testicles of rams 
were used. The work was done on prisoners in San 
(QJuentin, the state prison of California. 

The results of these 1,000 treatments carried out 
on 656 men indicate that testicular substances have 
a decided effect on general asthenia. This term is 
applied to the condition of persons who are under- 
weight, lack energy, sleep poorly, have a poor 
appetite, and, to use their own expression, are 
“all run down.” 

The treatment does not cure impotency, although 
some of the men treated who had had no sexual 
manifestations for years reported renewal of func- 
tion. Three of the patients who were normal sexually 
before the implantatjon reported that afterward 
their potentialities in this respect had disappeared. 

In cases of acne vulgaris, asthma, and senility, 
striking objective improvement was noted. There 
was improvement also in cases of rheumatism, 
neurasthenia, poor vision, and a few other condi- 
tions. The results are tabulated as follows: 


Total Bene- 
Condition cases fited 
General asthenia. . . . 330 
Acne vulgaria 66 
Rheumatism 58 
Neurasthenia 56 
Poor vision 


Impotence 
Psychopathic inferiority. . . 

Epilepsy 

Dementia priecox....... 

Paranoia 

Locomotor ataxia 
Drug addiction........ 32 


Eleven of the subjects are dead and the results in 
twenty-eight cases are unclassified. With regard to 
thirty cases no report has been obtained. 

H. W. FE. M.D. 


MacKenzie, D. W., and Seng, M. I.: The Prostatic 
Problem. Surg., Gynec. & Obst., 1923, xxxvi, 102. 


The authors do not wish to draw comparisons 
between different methods of performing prosta- 


tectomy, but desire rather to describe the routine 
which has given them the best results in the De- 
partment of Urology of the Royal Victoria Hospi- 
tal. 

In their hands the operation which meets the 
three requisites, simplicity of management, case 
and safety in performance, and satisfactory final 
results, is the so-called two-stage suprapubic prosta- 
tectomy. 

On admission, a searching history is taken, par- 
ticular attention being paid to frequency, dysuria, 
hematuria, and alteration in the urinary stream. 
It has been noted that hematuria is more common 
in benign conditions of the prostate than in malig- 
nant conditions. 

The patient is closely questioned also regarding 
his general health—appetite, sleep, headaches, con- 
stipation, bad taste in the mouth, dryness of the 
tongue, torpor, loss of weight and strength—con- 
ditions pointing to a general intoxication due to 
impaired renal function. 

Next, a complete physical examination is made 
which includes exploration of the urethra and the 
determination of prostatic obstruction, the amount 
of residual urine, and the extent of the prostatic 
involvement as palpated per rectum. Not unim- 
portant is the estimation of the blood pressure, 
which frequently is high and falls 20 to 30 mm. 
of mercury, upon relief of the retention. Re- 
peated urinalyses are done: go per cent of these 
cases of prostatism show the presence of infection 
by pus and blood in the microscopic specimen. 
Often the specific gravity is low. The examination 
includes also repeated phenolsulphonephthalein 
tests of renal function and a chemical examination 
of the blood. 

In every case roentgenograms are made to deter- 
mine the presence or absence of vesical or renal 
stones. Cystoscopy is done only in selected cases to 
determine or verify the presence of stone, the extent 
of intravesical enlargement of the prostate, and the 
presence of vesical diverticula. 

In cases of residual urine an indwelling catheter 
is placed in the urethra, when tolerated, or the 
patient is catheterized every eight hours until such 
time as suprapubic cystotomy is performed. The 
average period of drainage in this manner has been 
five days. 

The suprapubic cystotomy is usually done under 
local anesthesia. The bladder is anchored securely 
to the anterior abdominal wall to prevent herniation 
of the peritoneal fold into the wound. A French 
36 Pesser catheter is inserted into the bladder and 
drawn snugly against its vault so that the ‘“‘mush- 
room”? fits firmly against the bladder wall. A pre- 
vesical drain of iodoform gauze or a cigarette drain 
is placed in the space of Retzius. 

The wound is dressed daily with alcohol dress 
ings, and the bladder irrigated daily with boric aci: 
solution or 1:10,000 silver nitrate. Urinary anti- 
septics are given and the tube removed and cleaned 
if necessary. 
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The second stage—the prostatectomy—is done 
when the patient has become a good surgical risk, 
a few weeks to a few months later. 

The enucleation of the prostate is performed 
under gas anesthesia; ether is rarely used. Ether 
anesthesia is not contra-indicated if it is just suffi- 
cient to cause relaxation, and brief, and if the pa- 
tient’s general condition warrants its use. 

The prostate is enucleated by rupturing into the 
roof of the prostatic urethra, finding a line of cleavage, 
and shelling the prostate out, assisted by two fingers 
in the rectum. After its removal no tube is placed 
in the bladder. The wound is covered with a sterile 
dressing. 

A routine to lessen hemorrhage has been the 
administration of horse serum subcutaneously, and 
20 gr. of calcium lactate by mouth every two hours 
before and after the operation. 

A nurse is detailed to the case to remove blood 
clots and change the dressings whenever necessary. 
After three or four days the bladder is irrigated 
daily through the suprapubic sinus. After a week 
or ten days irrigation may be done by catheter 
through the urethra. Acid sodium phosphate and 
plenty of water are given. The wound is kept clean 
by frequent dressings and stimulation. At the end 
of two or three weeks sounds may be passed. 

C. R. O’Crowtey, M.D. 


Barney, J. D., and Shedden, W. M.: A Study of 
Anesthesia in Prostatectomy. Surg. Clin. N. 
Am., 1922, ii, 1093. 

The authors have undertaken a study of 250 
patients operated upon for different types of ob- 
structing prostate. The average age was between 
62 and 63 years. The youngest was 41 and the oldest 
83. The blood pressure was 150+ systolic and 84+ 
diastolic. There were 251 anesthesias: spinal in ror, 
nitrous oxide-oxygen in seventy-eight, ether in 
sixty-eight, and local anesthesia (infiltration of the 
gland and sacral) in four. The total mortality was 
18.8 per cent. In the forty-seven fatal cases spinal 
anesthesia was used in twenty-eight (27.45 per 
cent), ether anesthesia in eleven (16.1 per cent), 
and nitrous oxide-oxygen anesthesia in eight (10.2 
per cent). The chief cause of death was sepsis in 
twenty cases (42.5 per cent), pneumonia in seven, 
hemorrhage in six, renal insufficiency (uremia) 
and circulatory disturbances (embolus, apoplexy, 
myocarditis, etc.) in five cases each. In four instances 
it was impossible to determine the cause. 

Perineal operations were done in thirty cases, 
with nine deaths (30 per cent), and suprapubic 
operations in seventy-one (thirty-two two-stage 
operations), with nineteen deaths (26.7 per cent). 
Of the 101 cases, twenty-nine were given tropo- 
cocaine, twenty-six novocaine, sixteen apothesine, 
eight novol, three procaine. The drug employed 
in nineteen cases was not stated, but probably 
was tropococaine. Cancer was found in about 15 
per cent of the cases, and nearly one-third of 
these patients died, as compared with less than one- 
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fifth of those with adenomata. In any considerable 
group of cases of spinal anesthesia “spinal reactions” 
ranging from nausea and vomiting, sighing respira- 
tion, and a soft, slow pulse to an alarming syn- 
drome characterized by incontinence of feces, 
cyanosis, profuse sweating, a thready, soft slow 
pulse, sighing restlessness, and stupor, is to be 
expected in nearly to per cent. 

Tuomas F. Finecan, M.D. 


Bryan, W. A.: Recurrence of the Benign Prostate. 
Surg., Gynec. & Obst., 1923, xxxvi, 59. 


The author intends the word “recurrence’’ to 
mean the formation, at longer or shorter intervals 
following what had been considered a complete 
prostatectomy, of masses of prostatic tissue repro- 
ducing the original sympioms caused by urinary 
obstruction. 

He uses the word “benign” in the sense that clin- 
ically and microscopically the secondarily appearing 
growths were not malignant. 

He points out that there cannot, of course, be a true 
recurrence of removed pathologic tissue and that ap- 
parent recurrences are due to the growth of prostatic 
lobes or tissue not palpable at the time of the 
original operation which began to hypertrophy 
after the removal of the rest of the gland. He reports 
three such cases in his practice and draws attention 
to the necessity for bearing this possibility in mind 
in passing judgment on the work of a previous 
operator. H. S. Sanrorp, M.D. 


Schinz, H. R.: Castration of the Male by the X- 
Ray (Ein Beitrag zur Roentgen-Kastration beim 
Mann). Schweiz. med. Wchnschr., 1922, lii, 886. 


The author castrated a man 34 years old by 
means of the X-ray. Just as in the female the func- 
tional condition of the ovaries makes a difference 
in the dosage necessary to obtain one of the various 
degrees of castration, so also in the male different 
doses are necessary in order to obtain one of the 
three phases of castration discussed by the author. 
The determination of the dose is very difficult as 
clinical signs indicating the time of spermatogenesis, 
upon which the size of the dose should be based, 
cannot be determined. 

The phases of castration and the doses necessary 
to obtain the desired degree of castration are given 
as follows: 

1. Temporary sterilization with clinical oligo- 
necrospermia. Necessary dose, at least 34 per cent 
of the skin unit dose in the male; 30 per cent in the 
female. 

2 Total permanent aspermatogenesis. Dosage, 
about 60 per cent of the skin unit dose in the 
male; in the female with Wintz exovulation, 32 per 
cent. 

3. Total castration with destruction of all the 
constituent elements of the testicle. Dose for male 
not yet detetmined; in the female, 34 per cent of the 
skin unit dose. RoseNsurG (Z). 
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MISCELLANEOUS 


Nichols, B. H.: Important Points in the Technique 
of Roentgenological Examinations of the Uri- 
nary Tract. Am. J. Roentgenol., 1923, x, 19. 


When a case is referred to the roentgenological 
laboratory for examination diagnostic plates are 
made of the entire urinary tract. This is usually 
done without preliminary preparation, and if a 
suspicious shadow is found a second examination is 
made after thorough cleansing of the bowel by saline 
cathartics and enemas. The technique employed 
consists of the use of duplitized films with double 
screens and a Potter-Bucky diaphragm and an 
inflated rubber bag for compression. 

If a definite shadow is visualized in the kidney 
area an attempt is made to locate it accurately by 
making a pyelogram. If it is in the pelvis, the 
injected fluid usually obscures the stone. A sus- 
picious shadow in the ureteral area on either side is 
checked by catheterization of the ureters with an 
opaque catheter and films made at two different 
angles to determine the proximity of the shadow 
to the catheter. At times even this procedure is not 
sufficient to show whether or not the shadow is 
that of a stone within the ureter. If the ureter is 
dilated the shadow may be at some distance from 
the catheter; in such case, a ureterogram will give 
the required information. 

The visibility, size, shape, and position of the 
kidneys is included in every report, together with 
a statement as to the presence of spinal lesions or 
any other pathologic condition of adjacent organs 
which may in any way account for the symptoms. 
When the films show no calculus, mention is made 
of the possibility of non-visibility of stones in a 
small percentage of cases. 

If all the findings are negative and the clinical 
symptoms and history indicate disease, such addi- 
tional procedures as catheterization with an opaque 
catheter and the injection of opaque media into the 
kidney pelvis and ureter are indicated. Thus 
hydronephrosis, hydro-ureter, deformed kidney pel- 


vis, and obstruction or kinks in the ureter may be 
demonstrated. A 20 per cent solution of sodium 
iodide is the most satisfactory solution for pyelog- 
raphy. Roentgenograms are made in both the 
horizontal and the vertical positions. A modified 
Young cystoscopic table with a Potter-Bucky dia- 
phragm built into it has been found to answer prac- 
tically all requirements. Hartune, M.D. 


Eisendrath, D. N.: Newer Aspects of Urinary Sur- 
gery. J. Iowa State M. Soc., 1923, xiii, 25. 


To make a diagnosis of a surgical affection of any 
part of the urinary tract one must be ready to apply 
all of the modern methods. Of the special methods 
of diagnosis Eisendrath is especially impressed with 
pyelography. Fatalities which formerly followed 
this procedure were due to the pressure with which 
the liquid was injected and to the toxicity of the 
drug. These dangers have been entirely eliminated 
by the use of sodium bromide which is non-toxic, 
and by allowing the solution to flow in by gravity 
from a height of 3 ft. 

A normal pyelogram will exclude the kidney in 
cases of abdominal tumor, prove the presence of 
hydronephrosis, and give a characteristic picture in 
destruction of kidney substance, renal neoplasm, 
calculus, and anomalies. Ureterography and cystog- 
raphy are equally useful. 

Methods of treatment have improved corre- 
spondingly. Because of early diagnosis by modern 
methods, from 55 to 60 per cent of cases of renal 
tuberculosis are permanently cured. Lavage and 
drainage of the renal pelvis have made it possible 
to conserve a large number of kidneys which for- 
merly would have been removed. The author has 
obtained the best results from '% to 3 per cent silver 
nitrate. He states incidentally that he considers 
the possibility of renal infection in every case of 
obscure fever. 

Eisendrath attempts to remove small calculi by 
relaxing the ureter by procaine and papaverine 
and dilating. In the majority of cases such treat- 
ment is successful. B. F. Rotter, M.D. 
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EYE 


Hogg, G. H.: Pemphigus of the Conjunctiva. Med. 
J. Australia, 1922, ii, 356. 


The author reports four cases of this rare condi- 
tion which were collected during twenty-six years 
of ophthalmological practice in Tasmania. 

None of the patients exhibited any signs of 
syphilis. The etiology is unknown, but cultures 
from the conjunctival sacs revealed Friedlaender’s 
diphtheria bacillus and Gram-positive and Gram- 
negative cocci. Probably some of these were due to 
contamination. 

Pemphigus of the conjunctiva begins with redness 
and a sticky, non-purulent secretion. In some cases 
there may be small papules or bulle, but the 
actual bulla is seldom seen because the epithelium of 
the conjunctiva is so delicate that it quickly breaks 
when it is raised up by exudation. As the process 
progresses, cicatrization and shrinking of the con- 
junctiva take place slowly, the conjunctival culs- 
de-sac becoming shallower and finally obliterated, 
the folds of conjunctiva stretch from the lids to the 
eyeball, and the movement of the eyeballs becomes 
impaired. The secretion of the eye, which is at 
first increased, becomes diminished, and the surface 
of the eye becomes dry. The cornea becomes opaque 
and may ulcerate; in advanced cases it often be- 
comes dry and lusterless and fine scales may be shed 
from it. Trichiasis and entropion may develop, and 
the lids may become totally adherent to the eyeball. 

The prognosis is most unfavorable, treatment 
seeming to be of little avail when the eye, mouth, and 
throat are involved. 

Arsenic, which is often given, seems to exert a 
beneficial influence, if not on the eye condition, at 
least on the general health. Mercury and iodides 
have been prescribed in error, the condition being 
mistaken for syphilis; they have a most harmful 
effect and should never be used. Soothing lotions 
and oily applications may be employed for the eyes, 
and, if necessary, operations may be performed for 
the trichiasis and entropion. Nothing, however, has 
a permanent effect. C. Corpin YANcEy, M.D. 


Stark, H. H.: The Etiology of Sympathetic Oph- 
thalmia. Am. J. Ophth., 1923, vi, 29. 


_ The theories as to the etiology of this disease fall 
into groups corresponding to the different periods 
of development in medical science. The most recent 
is Elschnig’s theory of anaphylaxis which has been 
seemingly confirmed by Wood’s experiments though 
other investigators express doubt as to the possibility 
of the development of an auto-anaphylaxis. Koda- 
ma holds that any tissue of the eye may produce 
more than one antigen, some of them common to 


all the eye tissues, and others specific to a special 
tissue. 

According to the most rational theory the antigen 
is developed through endogenous infection of the 
uveal tract by micro-organisms which may remain 
in the host for many years. The two organisms 
known to cause clinical symptoms similar to those of 
sympathetic ophthalmia are the tubercle bacillus 
and the spirocheta pallida both of which at times 
exhibit a decided affinity for all the tissues of 
the eye. The complement-fixation test eliminates 
syphilis as the primary factor. 

Four arguments indicating that the tubercle bacil- 
lus is a factor are presented: 

1. About two-thirds of the cases of ophthalmia 
develop in early life, when slight or no immunity has 
been developed. This is in agreement with Mac- 
Kenzie’s observation that cases are most common in 
scrofulous children. Although as a rule the condition 
occurs within a few weeks after injury, in some cases 
it does not develop until years later, a fact indicating 
that the infecting organisms may be present at the 
time of the injury but remain dormant. This is 
true of the tubercle bacillus. If immunity becomes 
lowered, the bacilli may be distributed by the cir- 
culation and attack weakened or diseased tissue. 

2. The clinical picture common to ocular tuber- 
culosis and sympathetic ophthalmia is that of 
choroiditis, papillitis, plastic iridocyclitis, and 
nodules in the iris. 

3. The ordinary pathologist is frequently unable 
to differentiate between the two conditions. 

4. Gifford’s method of using salicylates corre- 
sponds to the treatment of scleritis, which is believed 
to be due usually to tuberculosis. 

The author has attempted to produce an antigen 
by culturing tubercle bacilli in a medium containing 
the uveal tract and also in the living eye. The results 
of these experiments will be reported later. 

C. Corsin Yancey, M.D. 


Knapp, A.: Metastatic Thyroid Tumor in the Orbit. 
Arch. Ophth., 1923, lii, 68. 

Conheim was the first to recognize the fact that a 
struma may cause metastases. Such a struma he 
called a “metastatic benign struma.” The metas- 
tases occur in the bones and in the lungs. 

A case reported by Knapp was that of a man 66 
years of age who presented himself for examination 
complaining of discomfort in reading and a soft mass 
in the upper margin of the right orbit occupying a 
round defect in the bone where pulsation could be 
felt. At operation the mass was found to be a tumor 
in the medulla of the bone involving particularly 
the anterior part of the frontal bone. The cavity 
was filled with soft, dark red material which was 
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adherent to the periosteum below and bled pro- 
fusely. The bony walls of the cavity were smooth. 

The pathologist’s report was ‘adenoma of aber- 
rant thyroid tissue reproducing thyroid structure 
to the smallest detail; many alveoli containing 
on acidophile colloid surrounded by flat thyroid 
cells.” 

Symptoms of other metastases appeared one and 
one-half years later in the orbit, scapula, ribs, lungs, 
and pubis, and a distinct tumor extending behind 
the sternum was discovered in the thyroid gland. 

The metastases of adenocarcinoma of the thyroid 
may show normal thyroid adenomatous tissue. They 
grow slowly. The primary tumor in the thyroid is 
small and escapes detection, often not being found 
until the character of the metastases is recognized. 

S. S. Howe, M.D. 


Smith, D.: Factors Influencing the Choice of 
Method for Cataract Extraction. Arch. Ophth., 
1923, lii, 25. 

No single method of cataract extraction is entirely 
satisfactory as a routine for all cases. 

The methods considered typical are extraction 
after capsulotomy and extraction in the capsule, 
either by pressure only, as practiced by Smith, or by 
traction. The traction methods comprise traction 
with the forceps, as recommended by Verhoeff and 
Greenwood, traction by means of a vacuum, as in 
Barraquer’s method, and combined traction and 
pressure as advocated by Knapp and Torck. 

The factors which influence the choice of method 
are considered in three groups, the first including the 
age of the patient, the type and the stage of maturity 
of the cataract, and the presence of complications; 
the second, the probable behavior of the patient, the 
prominence or recession of the eyeball, and the size 
of the cornea; and the third, the conditions affecting 
the operator, such as his skill and training, the fre- 
quency with which he operates, and the quality of 
his assistance. 

Smith distinguishes three types of cataract in 
children: the membranous, which he extracts with 
forceps; the milky, which he needles; and the jelly- 
like flocculent cataract, which he removes by linear 
extraction. 

In cases of senile cataract the younger the patient 
the smaller the nucleus and the stronger the attach- 
ments of the lens, both zonular and hyaloid. There- 
fore the Smith method is apt to be too difficult and 
capsulotomy should be done on all patients under 40 
years of age and most of those under 55. 

Six types of lenses are distinguished in senile cat- 
aract, viz., the immature, swollen, mature, small 
hypermature, thin hypermature, and sclerosed. 

To predict the size, shape, and consistency of the 
lens and the strength of the capsule correctly re- 
quires much experience. 

Highly myopic eyes are perhaps best treated by 
the gentlest capsulotomy operation in which the 
smallest section is made that will allow the easy 
escape of the nucleus. 


In eyes with a tendency to glaucoma intracapsular 
extraction seems to be safer, probably because of 
their freedom from soft lens matter, blocking of the 
pupil, and capsular tags in the wound. 

Bulging eyes and tightly fitting lids are not suited 
to any type of intra-ocular operation. For the eves 
of poorly nourished persons which are sunken and 
deep set and have flaccid lids the intracapsular ex- 
traction is ideal. The predominance of this type of 
eye in India is an important factor in the success of 
intracapsular extraction in that country. 

Cases of small cornea are unsuitable for intra- 
capsular extraction unless the entire section is made 
well in the sclera as small cornee do not imply 
small lenses nor shallow anterior chambers, and in 
a cases the sclera may always be safely trans- 
fixed. 

Intracapsular extraction by traction requires a 
strong capsule such as is to be expected only in the 
very late mature and hypermature cases and in 
membranous and after-cataracts. 

Dislocated lenses and cases complicated by glau- 
coma or uveal disease invite extraction in the cap- 
sule. Intracapsular methods should be chosen only 
for cases in which they are definitely indicated. 

S. S. Howe, M.D. 


Elliot, R. H.: The Mists and Halos of Glaucoma. 
Am. J. Ophth., 1923, vi, 1. 

The subjective symptoms of glaucoma are closely 
associated symptoms arising from the diffraction of 
light. The halos belonging to glaucoma arise in the 
cornea and must be distinguished from those due to 
the crystalline lens or produced by air bubbles or 
cells on the corneal surface. 

Elliot reports a careful study of the differences 
observable between these kinds of halos, all of 
which are considered diffraction phenomena. 

As this excellent discussion suffers by condensa- 
tion, those interested should refer to the original 
article. C. Corsrn Yancey, M.D. 


EAR 


Kerrison, P. D.: The Improvised Artificial Drum as 
an Aid to Hearing: A Study of Certain Prin- 
ciples Involved. Laryngoscope, 1923, xxxiii, 1. 


The first demonstrable functional change in hear- 
ing in cases of chronic catarrhal otitis media and 
kindred lesions with an intact drum membrane is a 
very slight loss of acuteness in the hearing of the con- 
versational voice and diminished hearing distance 
for the watch or acoumeter. Frequently the patient 
can hear the ordinary watch only a few inches from 
the ear or only on contact, while he hears musical 
— down to twenty-six double vibrations or even 
ower. 

When there is considerable destruction of the drum 
membrane, with or without partial destruction of the 
malleus, the first functional change is a decrease in 
moa hearing range at the lower end of the musica! 
scale. 
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Perjorations in Shrapnel’s membrane do not have 
any influence on hearing. 

In cases of extensive perforations of the drum 
membrane a bit of sterile cotton flattened and cut 
into a disc-like shape and applied against the per- 
foration or against the tympanic structures present- 
ing at the fundus of the canal will often increase 
hearing. Quite as often, however, it is absolutely 
without influence. It is thought that when the cot- 
ton disc is beneficial it finds favorable contact with 
the ossicular chain, re-establishing the conduction of 
sound waves along the normal pathway. 

The change in balance is perhaps the chief factor 
in the pronounced deafness in certain cases in which 
the drum membrane has been destroyed, and in 
varying degrees is a contributory factor in all such 
cases. It is obvious that whatever reduces the 
difference between the respective degrees of mobility 
of the ossicular chain and the round window mem- 
brane under the direct impact of sound waves must 
necessarily interfere with the movements of the 
cochlear fluids and therefore reduce the hearing 
power. 

The author reports a case of chronic suppurative 
otitis of both ears in which a cotton disc was applied 
to the remaining portion of the ossicular chain in the 
right ear without any improvement in hearing. A 
thin slip of paper saturated with alcohol was then 
placed against the postero-superior canal wall and 
by means of a cotton applicator slid inward and 
downward into contact with the inner tympanic 
wall so that it passed over and approximately 
covered the region of the round window. The pa- 


tient immediately remarked on the improvement in 
hearing. 

Kerrison has tried the paper slip method but 
found that in a number of cases it failed. Cases of 
deafness due to firm ankylosis of the stapes within 
the oval window are among those logically giving 
negative results. In some cases the use of both a 
cotton disc and a paper slip gave good results. 

James C. Braswett, M.D. 


Lillie, H. I.: A Septic Type of Temperature Not 
Referable to the Ear in Cases of Acute Sup- 
purative Otitis Media. Ann. Othol., Rhinol. & 
Laryngol., 1922, xxxi, 990. 

If a patient with acute suppurative otitis media has 
a septic type of temperature, the natural tendency of 
the otolaryngologist is to ascribe the fever to exten- 
sion of the infection from the ear and mastoid to 
the sigmoid and lateral sinus. It has been well 
established in such cases that in taking time to make 
a differential diagnosis the physician does not en- 
danger the patient. Such a course may reveal 
involvement of other structures which will account 
for the clinical picture. 

It is believed that in five cases reported in this 
article four different disease conditions acted as 
causal factors of the septic type of temperature, 
namely: pyelitis, central pneumonia, an abdominal 
postoperative condition, and a gastro-intestinal 
disturbance. Treatment directed to these condi- 
tions appeared to clear up the symptoms, while 
operation in at least one would doubtless have 
resulted fatally. 
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SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Blackwell, H. B.: Some Clinical Observations on 
the Correction of External Deformities of the 
Nose by the Intranasal Route. Laryngoscope, 
1923, XXxili, 21. 

Concave deformities approaching and including 
the saddle-back nose, whether caused by syphilis or 
trauma, are corrected by the use of rib and cartilage 
grafts about 2 in. in length, taken from the anterior 
end of the eighth rib. The graft is split from side to 
side and from end to end and inserted through an 
intranasal incision at the mucocutaneous margin 
of the vestibule, lateral to the septum. The smooth, 
curved surface of the rib is placed uppermost and 
the upper end of the graft placed in contact with 
the lower end of the frontal bone. For lesser deformi- 
ties of this type a cartilaginous graft from a nasal 
spur or from the septum is used. 

In cases of convex deformity, the beak-like nose, 
an intranasal incision is made in the soft parts below 
the deformity, to one side of the junction of the 
septum with the lateral wall of the nose. The con- 
cavity is removed subperiostally with forceps. 

For the correction of lateral displacements, 
which are frequently associated with deflection of 
the nasal septum, a submucous resection is done 
and the nasal bones are refractured at their attach- 
ment to the frontal bone. 

In cases of long nose or a nose with a low tip and 
cases in which the septal cartilage is lowered with 
corresponding elevation of the lateral alar cartilage 
the soft tissues of the nasal partition below the 
cartilaginous septum are separated from its inferior 
edge by a through-and-through incision from the 
mental process of the superior maxilla to the tip of 
the nose. A second incision is made low down over 
the bridge and the lateral aspects of the nose and 
the soft parts are freely elevated. To elevate the 
tip, a triangular piece of cartilage with its peri- 
chondrium is removed from the lower edge of the 
septum, and the soft septal tissues are united by 
through-and-through sutures. 

General anesthesia is usually employed. After 
the operation vaseline is applied to the skin over 
the nose and face. In cases of convex deformity and 
lateral displacement, a thin wet pad of boracic acid 
gauze is placed over the nose for twenty-four to 
forty-eight hours. W. B. Stark, M.D. 


Stein, O. J.: The Intranasal Injection of Alcohol 
in the Treatment of Hyperzsthetic Rhinitis 
and Some of the Nasal Neuroses. Ann. Otol., 
Rhinol. & Laryngol., 1922, xxxi, 1129. 


The vasomotor disturbances of the nose may be 
treated by a direct attack upon the nerves or by an 


attempt at desensitization. The results obtained by 
the latter, however, have not been found very satis- 
factory. 

In every instance a searching survey of the nasal 
chambers should precede any radical method of 
treatment. Local pathology in the nose should be 
dealt with properly. 

It is a well-recognized fact that the great fifth 
nerve and its intimate connections with the sym- 
pathetic and motor nerve systems plays an impor- 
tant réle in a variety of disturbances arising from 
its stimulation or irritation, whether this takes 
place from within or without. Just why irritation of 
these nerves should be followed in one instance by 
pain, in another by reflex asthma, in another by 
rhinorrhoea, and in another by the so-called hay- 
fever syndrome is a physiological anatomical study 
which opens up an immense field for speculation 
and investigation. 

The distribution of the intranasal nerve supply 

may be divided into two divisions. The anterior 
division is the nasal or ethmoidal nerve. The pos- 
terior divisions are branches of the sphenopalatine 
ganglion. After the production of local anesthesia 
with cocaine the anterior division is injected at its 
foramen or where it enters the nose. A specially 
designed needle and syringe are used for this pur- 
pose. 
In injecting the posterior division the region of 
the sphenopalatine foramen is the point of election. 
A special needle is used also for this purpose. The 
injection should be preceded by the application of 
cocaine to the region of the ganglion. 

Alcohol is the most suitable substance for injec- 
tion because it is sterile, non-toxic and non-corrosive. 
A 75 per cent solution of absolute alcohol with sterile 
water is used. About 10 minims are employed for 
each injection. 

The functional activity of the nerve is restored to 
normal within a variable period. Seasonal cases 
may require re-injection each season. The more 
exact the injections the more effective and lasting 
the results. Frencu K. HanseEt, M.D. 


Grove, W. E.: Mishaps in the Puncture and Irriga- 
tion of the Maxillary Sinus. Ann. Otol., Rhinol. 
& Laryngol., 1922, xxxi, 913. 

In 1761, a French dentist, Jourdain, by sense of 
touch alone and without the use of artificial illumi- 
nation, irrigated the maxillary sinus through the 
ostium maxillare. In 1883, Hartman reported three 
cases cured by irrigation through the natural open- 
ing into the antrum, and in 1880 he treated thirty- 
two cases by irrigation through the natural opening 
or by pushing a dull cannula through the posterior 
fontanelle. 
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Puncture through the inferior meatus for aspira- 
tion was first described by Moritz Schmidt in 1888. 
Lichtwitz, in 1890, syringed through the inferior 
meatus, and Capdepont, in 1894, practiced air in- 
flation by this method. 

Gurlitz discovered that the veins of the antral 
mucosa are very numerous, and that frequently 
there is a thick venous plexus, sometimes on the 
orbital wall, sometimes on the nasal wall. 

Grove has collected the reports of fifteen cases in 
which death followed antrum puncture, air inflation, 
and irrigation of the antrum. In eleven cases it 
occurred in a few minutes and in four at the end of 
a period varying from a few hours to thirty-six 
hours. According to the case reports in which 
sufficient detail was given, the ante-mortem symp- 
toms were very much the same in every instance. 
There was sudden collapse with unconsciousness, 
cyanosis, pulse and respiration changes, tonic and 
clonic contraction of the various groups of muscles 
or of all the muscles, and sometimes epileptiform 
attacks. ‘“‘We must therefore assume from the 
more or less common symptomatology preceding 
death in all cases that we are dealing with a causative 
factor which is common to all of them.”” The punc- 
ture was done seven times from the inferior meatus 
and three times from the middle meatus; the route 
in five cases was not mentioned. 

Autopsies were performed in seven cases. Three 
were negative. In two cases, minute hemorrhages 
or signs of stasis were discovered in various organs, 
and in two cases air was found in the circulation. 
Bowen’s case showed a detached thickened mucosa 
of the sinus with a needle wound. 

Another series of twenty-nine cases collected 
from the literature included twenty-five cases of 
puncture and irrigation of the maxillary sinus and 
four cases of inflation of the sinuses with air. In 
the twenty-five cases the puncture was done fifteen 
times through the inferior meatus and twice through 
the middle meatus; in the remaining eight case 
reports the route of the puncture was not given. 
In this group collapse occurred and there were seri- 
ous general symptoms, including suspended or 
altered breathing, pulse changes, tonic and clonic 
contraction of the muscles, hemiplegias, etc.—the 
same general symptoms as those in Group 1—but 
no fatalities. 

In a third group of cases, six in number, the com- 
mon symptom was transitory blindness. 

These three groups were similar in many respects. 
The complications were apparently not due to in- 
fection or faulty technique. 

A fourth group was made up of cases in which the 
complications were caused by forcing air, irrigating 
fluid, or products of infection into the tissues adja- 
cent to the antrum during the act of puncture or 
irrigation. There were no fatalities. 

The author reports the case of a young adult who 
had an acute maxillary sinus infection with redness 
of the left eye and pain below it. Treatment con- 
sisted of infraction of the middle turbinate followed 
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by shrinkage and suction for one week and then 
irrigation of the antrum. Seventeen days after the 
beginning of treatment, 1 c.cm. of a 5 per cent prot- 
argol solution was introduced into the sinus after 
irrigation. When the attempt was made to introduce 
a second 1 c.cm., the injection caused extrusion of 
the bulb, marked subcutaneous swelling of the 
upper and lower lid, and great pain in and around 
the eye. Crepitations could be felt in both the 
upper and the lower lid near the inner canthus. 

Treatment by the application of heat to the eye, 
catharsis, and sweating was given. After twenty- 
four hours ice was used instead of heat. Optic 
atrophy developed and the sight of the eye was lost. 

The author believes that the causative factor was 
the same in all of these cases. As the complications 
did not occur at the time of the puncture itself 
but developed later during the period of air infla- 
tion or syringing, the puncture itself as a cause can 
be eliminated. 

It is improbable that cocaine or novocaine poison- 
ing was responsible for the complications as many 
of the patients had had previous cocaine or novo- 
caine anesthesia without untoward results. 

Two other possible causes are: (1) a nasal reflex 
through the vagus and trifacial nerves, (2) air 
embolism. 

Air embolism is thought to be the cause of the 
complications in the cases of Group 1 and in most 
of those of Group 2. The air enters the circulation 
during the inflation of the antrum through the 
puncture of a vein in the antral mucosa, proceeding 
- way of the facial and jugular vein to the right 

eart. 

The complications in the case reported by the 
author are attributed to the underlying infection of 
the sinus rather than to the accident which occurred 
at the time of the irrigation. 

The following conclusions are drawn: 

1. Puncture and irrigation of the maxillary sinus 
are useful diagnostic and therapeutic measures. 

2. It makes little difference whether the irrigation 
is done through the inferior or the middle meatus. 
The use of the middle meatus is probably the easiest 
for the patient. 

3. The procedure as formerly employed was not 
entirely free from danger. 

4. While the effect of the anesthetic used and 
vagus irritation cannot be entirely eliminated, the 
chief danger lies in the air inflation rather than the 
act of puncture or the irrigation. 

5. The procedure can be made comparatively 
safe if the use of air before and after irrigating is 
avoided. W. B. Stark, M.D. 


Blackwell, K. S.: Carcinoma of the Antrum of 
Highmore. Surg. Clin. N. Am., 1922, ii, 1445. 
The author reports a case of carcinoma of the 
antrum treated radically as follows: 
After multiple ligation of the left carotid and the 
removal of several lymph nodes for examination, 
an incision was made over the left superior maxilla, 
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beginning on the left side of the nose and following 
the nose around to the midline of the upper lip. 
The lip was cut through and the flap dissected back. 
The bony wall of the superior maxilla appeared 
normal. For exploration, the antrum was opened 
with a chisel and the opening enlarged. The bone 
at this point, which was the anterior wall of the 
antrum, seemed normal. When the opening was 
enlarged a mass of tumor tissue in the back part of 
the antrum was exposed. The wound was thoroughly 
cauterized, and an incision was made below the 
lower left eyelid from the upper end of the incision 
along the border of the nose outward for a distance 
of about 11% in. 

Another incision was made in the mucoperiosteal 
covering of the hard palate a little to the left of the 
midline. The bone of the alveolar process :.nd the 
bone of the hard palate were cut through w.th bone 
forceps and the attachment of the lower part of the 
superior maxilla to the upper portion beneath the 
orbit severed with bone forceps. The lower portion 
of the superior maxilla was then removed, the orbital 
plate being left intact. The tumor occupied the upper 
and posterior part of the antrum, and seemed to 
have gone through the bone at one point posteriorly 
and to the outer side. This extension, however, was 
not great. The posterior palate bone and all of the 
soft structures of the palate remained intact. Fol- 
lowing the removal of the tumor with the periosteal 
elevator, the bone and soft tissues were thoroughly 
cauterized with the Percy cautery. The entire raw 
surface of the wound was then gone over thoroughly 
with a sharp electric cautery, and every raw surface 
was well cauterized to prevent implantation. The 
septum between the antrum of Highmore and the 
nasal cavity was completely removed. The cavity 
was packed with iodoform gauze, and the wound 
closed with interrupted sutures of fine silkworm-gut. 
The packing was brought out through the mouth. 

The patient made a satisfactory recovery and was 
discharged November 19, 1921. During the first 
ten days in the hospital a good deal of slough sepa- 
rated from the burned area. 

On March 9, 1922, the patient returned for exam- 
ination. At the roof of the wound, which correspond- 
ed to the back part of the bony portion of the orbit 
and the tissue immediately beneath it, was an area 
about 34 in. in diameter which presented a granular 
appearance. The rest of the wound was smooth 
and firmly healed, and showed no signs of malig- 
nancy. A frozen section was made of tissue taken 


from this region with a curette, the wound being 
immediately thereafter disinfected with pure car- 
bolic acid. The section showed cancer of the squa- 
mous-cell type. Three needles of radium, each con. 
taining 12 mgm., were inserted into this portion, 
and left in for twelve hours. The patient returned at 
intervals, and the area of cancer seemed to become 
smaller. 

On June to, 1922, a small area in this region stil] 
presented somewhat the appearance of cancer. 
A frozen section showed cancer of the same general 
type as that found at the operation. Sixty milli- 
grams of radium screened in a copper tube were 
fastened at this point by a linen suture, and gauze 
was packed so as to hold it in position. The radium 
was removed after twenty-four hours. A week 
later there was considerable reaction, not only in the 
cancerous area, but also in the surrounding healthy 
tissues. This gradually disappeared, leaving a small 
surface of necrotic tissue corresponding to the area 
of the cancerous growth and extending a short dis- 
tance around it. 

When the patient was last seen on August 5, 1922, 
there was no evidence of recurrence. 

O. M. Rott, M.D. 


MOUTH 


Fischer, M. H.: Some Physiological Principles in 
Orthodontia. Internat. J. Orthodont., Oral Surg. & 
Radiography, 1923, ix, 16. 

Orthodontic procedures should be initiated early 
as bone absorption and bone deposition occur more 
quickly and effectively in young structures. 

Slow correction is better than quick correction as 
it is associated with less danger of tooth strangula- 
tion and allows bone absorption followed by bone 
deposition without the hazard of bone necrosis such 
as invariably follows excessive and too rapidly ap- 
plied pressure. 

Correctures which apply counter-pressure to the 
jaws are always preferable to those which apply 
counter-pressure to the individual teeth as the jaws 
can withstand greater pressure than a tooth mov- 
able in its socket. When pressure is applied to the 
teeth it should be applied to as many of them as 
possible. 

The poor condition of many teeth in infancy is 
due to disuse. Nourishing food is essential to de- 
velop the teeth and bring them into use. 

James C. BraswELL, M.D 
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Hirschsprung’ s disease: a brief review of the literature 
with a report of six cases. M. S. Reupen, L. M. SILVER 
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The first and last kink. W. A. LANE. Practitioner, 1923, 
CX, 33. 

Diverticulitis of the colon. J. T. Rocrrs. Minnesota 
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A modification of the John Young Brown operation for 
treatment of chronic ulcerative colitis; with report of a 
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M. J., 1923, xxi, 362. 

Carcinoma of the colon. J. Puttires. Ohio State M. J., 
1923, xix, 7. 

Cancer of the colon. G. W. Crite. Ohio State M. J., 
1923, XiX, 5. 
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lateral anastomosis. L. Davis. Surg. Cl Clin. N. Am., 1922, 
ii, 955. 
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tion; resection with end-to-end suture. L. Davis. Surg. 
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Two cases of ruptured sigmoid colon. R. M. Hanp- 
FIELD-JONES. Brit. J. Surg., 1923, x, 425. 

The sigmoid adhesion. H. A. Royster. Surg. Clin. 
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The treatment of anus preternaturalis by pelvic recto- 
sigmoidostomy. J. Hontpaum. Zentralbl. f. Chir., 1922, 
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Methods to obtain continence in the artificial anus. 
G. Baccro. Policlin., — 1922, xxix, sez. chir., 697. 
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A case of subcutaneous emphysema due to pneumatic 
rupture of the rectum. P. J. FINNEGAN. Boston M.&S. J., 
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of 
08) 
Oc. 
IN- 
se. 
D9) 
im 
ed 
nd 
it. 
| 
od \ 
x 
J. 
is 
iS 
y 
‘ 
| 
| 


396 


The injection of alcohol in the treatment of prolapse of 
the rectum in infancy and childhood. L. FinpLey and 
J. B. D. GatpraitH. Lancet, 1923, cciv, 76. 

Late syphilis of the rectum. DRUECK. Am. J. Clin. 
Med., 1923, Xxx, 36. 


3 
Gonorrhceal stricture of the rectum. C. Symonps. 


Proc. Roy. Soc. Med., Lond., 1923, xvi, Sect. ie ij 


Imperforate anorectal junction—late operation upon 
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de Par., 1922, xcii, 371. 

Some low-grade anal infections. 
ternat. J. Surg., 1923, XXXVi, 3. 

An aseptic local anzsthesia as ap — to the anal region. 
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The technique of colon irrigation. O. B. SCHELLBERG. 
Internat. J. Surg., 1923, xxxvi, 18. 


E. H. Terrety. In- 


Liver, Gall-Bladder, Pancreas, and Spleen 


The removal of a retention cyst from the liver. J. F. X. 
Jones. Ann. Surg., 1923, Ixxvii, 68. (318] 

Abscess of the liver; resection of the ninth rib; absence 
of adhesions; operation. F. W ‘PARHAM. 
Surg. Clin. N. Am., 1922, ii, 1295. 

A tumor springing from the under-surface of the liver. 
H. A. Royster. Surg. Clin. N. Am., 1922, ii, 1291. 

Primary carcinoma of the liver. EF. HELVESTINE, Jr. 
J. Cancer Research, 1922, vii, 209. 31 

Studies in 4 bladder pathology. W. Boyp. Brit. J. 
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Cholelithiasis; cholecystectomy; operative injury to the 
main bile duct; primary end-to-end suture; postoperative 
stricture of the duct; hepaticoduodenostomy; recurrence 
of the stricture; a second gg ge gg over a 
tube. J. T. Borromiey. Surg. Clin. N. Am., 

 Sholelithiasis, cholecystitis, cholangitis. A. B. 
Keyes. Ann. Surg., 1923, lxxvii, 5 [320] 

of gall-stones. F. Ottver. J. Lab. & 
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Cholelithiasis and intrathoracic goiter. M. G. SEELIG. 
Surg. Clin. N. Am., 1922, ii, 1549. 

Experiences with non-surgical drainage of the gall- 
bladder. J. Meyer. Illinois M. J., 1923, xliii, 47. 
The surgically considered. H. 
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Ann. Surg., 1923, Ixxvii, 48. 

Pre-operative preparation of patients with obstructive 
jaundice; end-results in thirty-four cases. W. WALTERs. 
Minnesota Med., 1923, vi, 25. 

Primary closure of the abdominal wall in operations on 
the biliary ducts, with special consideration of simultaneous 
operations on the stomach and duodenum. P. Wat1zeEL- 
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Congenital cyst of the common bile duct; with — 
of two cases. J. Mortey. Brit. J. Surg., 1923, x, 413. [323] 

A method for the permanent sterile drainage of intra- 
abdominal ducts, as applied to the common duct. P. 
Reus and P. D. McMaster. J. Exper. Med., 1923, mati 
Il. 32 


COHEN. 
[322] 
O. F. 
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Acute pancreatitis. D. F. Jones. Surg. Clin. N. Am., 
1922, ii, 1125. (325) 

Acute pancreatitis: round worm in pan- 
creatic duct. H. M. Ricsy. Brit. J. Surg., 1923, x, 4109. 
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Necrosis of the pancreas; a case of total sequestration. 
L. Kraut. Wien klin. Wchnschr. 1922, XXXvV, 687. |326] 
Partial detention of the pancreatic duct by round 
worms. Novis. Brit. J. Surg., 1923, x, 421. |326] 
Surgery of the pancreas: the diagnosis and treatment of 
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Discussion on the surgical treatment of non-traumatic 
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K. Datzret. Brit. M. J., 1922, ii, 1204. {328] 
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“ie of the spleen. W. D. HAccarp. Surg. Clin. 
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Torsion of the greater omentum. M. A. Mclver. 
Boston M. &S. J., 1923, clxxxviii, 65. {329} 

Torsion of appendices epiploice, with report of a case. 
S. O. Brack. South. M. J., 1923, xvi, 35. 

Mesenteric vascular occlusion. L. Brapy. Arch. Surg., 
1923, Vi, [329] 

The fundamental cause of splanchnoptosis. A. C. 
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139. 

Migratory tumors of the abdomen. A. W. Coztins. 
N. York M. J. & Med. Rec., 1923, cxviii, 65. 

Retroperitoneal cysts, with report of a case. J. K. 
Smmpson. South. M. J., 1923, xvi, 121. 

Intraperitoneal abscesses. $. M. SaarrH. J. Roy. Army 
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Subdiaphragmatic abscess. 
Clin. N. Am., 1922, ii, 1209. 

Pelvic abscess following suppurative appendicitis; 
drainage through the rectum. M. escoonn:. Surg. Clin. 

. Am., 1922, ii, 1353. 

A safe method for the drainage of intra-abdominal 
abscesses. J. R. EASTMAN. J. Indiana State M. Ass., 1923, 
xvi, 6. [330 

Two unusual acute abdominal conditions. H. K. Porter. 
Med. J. Australia, 1923, i, 67. 

Two abdominal cases. A. L. CLIFTON and 
F. R. Hoox. U.S. Naval M. Bull., 1923, xviii, 82. 

Penetrating wounds of the abdomen. W. M. SILLEck. 
Am. J. Surg., 1923, xxxvii, 3. 

Some surgical emergencies, with canted reference to 
the abdominal region. D. Power. Practitioner, 10923 
26. 

pelvic hematocele in a male unnoticed until infected 
on the intestine. W. G. Spencer. Brit. J. Surg., 1923, 
X, 423. 
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Clin. N. Am., 1922, ii, 1301. 

The importance and function of the teres minor muscle. 
D. M. Greic. Edinburgh M. J., 1923, n.s. xxx, 16. 
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The temporary plating of fractures of the long bones. 
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